nsar 

: Medical 
sydney 
Societies’ 


cieties 
y 


commoners bar 
aries 
on Pro- 


rder of 


y Insti- 
uridala, 


— 


at Ren- 
1 South 


South 
e and 


| 
South Hi 











Py Medical Lib, 
tered at the G.P.O., Sydney, for Transmission by Post as i a Published Weekly. Price is. 








{MEDICAL JOURNAL 


OF AUSTRALIA 








Vou. I1.—9ruH Year. SYDNEY: SATURDAY, JULY 22, 1922. No. 4. 








| Surgical Instruments 





S22 SS SS=_ SSS €=I_NSLVW SSS SS_ LSI 


We are pleased to announce that good 
general stocks of our Surgical Instru- 
ments have arrived and that regular 
supplies are now coming forward. 
Members of the Profession are cordi- 
ally invited to visit our Show Rooms. 
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THE DEVELOPMENT OF THE HUMAN DENTAL 
MECHANISM; THE SIGNIFICANCE OF THE 
DECIDUOUS TEETH; ORTHODONTIA 
AS AN AID TO PAIDIATRICS.* 


By W. STANLEY WILKINSON, B.D.Sc., L.D.S., D.D.S., 


Lecturer and Demonstrator in Orthodontics, 
University of Melbourne. 


Tue human dental mechanism is one of the most 
complex structures in the body and the symmetry of 
the facial 





bones and 
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pendenton 
its devel- 
opment 
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and function. The ability to breathe normally, as 
expressed by the width of the nasal fosse and the 
lateral growth of the sphenoid bone which accommo- 
dates the hypophysis cerebri, are both directly influ- 
enced by this development and function; many 
architectural ‘features of the osseous structure, 
notably the zygomatic arch and the pterygoid plates 
of the sphenoid, exist primarily for the purpose of 
giving origin to the muscles of mastication. 


For the genesis of this marvellous mechanism, we 
shall have to 
go back to the 
sixth week 
of embryonic 
life, when the 
stomode- 
um has sepa- 
rated into 
the oral and 
nasal cavi- 
ties. There 
are as yet no 
centres of os- 
sification in 
the chondro- 
cranium. At 
this time, 
however, cer- 


Ficure II.. tain cells of 
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the epiblast covering the dental arches commence 
to multiply and specialize, resulting in the forma- 
tion of the germs of twenty deciduous teeth. Simul- 


taneously, but not before, ossi- 
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mously increased in volume, its ratio to the cranial] 


| region being now as 1:4. It will be noted that the 
| cusps of the teeth lock in a very definite manner, 


Observe particularly the first 





fication centres appear in man- 
dible and maxille and this 
some sixteen days before any 
other part of the chondro- 
cranium commences to ossify. 
This significant fact, coupled 
with the well-known shrinkage 
of edentulous jaws, gives 
weight to the contention that 
the teeth themselves as well as 
their function play a more im- 
portant part in the story of 
development than has _ been 
realized. 

At the twelfth week the 
germs for those permanent 
teeth which succeed the decidu- 





permanent molars, whose de. 
velopment, we remember, was 
guarded with special care. Note 
the long mesio-lingual cusp of 
the upper carefully feeling its 
way down into the deep central 
fossa of the lower. You are 
all familiar with the ball and 
socket arrangement of the head 
of the femur with the acetabu- 
lum. A similar arrangement 
of the cusp and fossa of these 
teeth is the most _ potent 
anatomical factor in the nor. 
mal development of the face, 
because this arrangement de- 
termines the possibility or 








ous ones, have been given off 
from the dental lamina, these 
lying to the lingual side of their 
predecessors. Some of these 


twelfth-week germs, the canines, will not erupt for | 


eleven and a half years, lying deep in the bone and 
exerting a steady force by means of cellular pro- 
liferation. It should be noted 


here that the first permanent 
molar (six-year molar) is nota 
succedaneous tooth; neverthe- 


less, Nature considers this 
tooth so important that it is 
given off direct from the dental 
lamina, springing from behind 
the second deciduous molar at 
the seventeenth week. In this 
aspect it is unique, as also in 
the fact that its crown has com- 
menced to calcify at birth. We 
shall see later the reasons for 
this extraordinary care on the 
part of the Master Architect. 
The second permanent molar 
commences to form three months 
after birth and the third per- 
manent molar in the third year. 

Thus at birth (see Figure I.) the jaws contain 
forty-four teeth in varying stages of growth. It 
will be seen that the facial region is relatively small. 
Froriep has estimated its 
ratio to the cranium to be as 
1:8. At birth, however, a 
new force comes into action 
to assist the development of 
the facial region, namely, the 
action of the muscles at- 
tached thereto. The various 
groups comprised by the 
masticatory, facial, infra- 
hyoid and supra-hyoid, lin- 
gual, palatal and pharyngeal 
muscles are all gradually 
brought into vigorous action, more especially when 
the twenty deciduous teeth have erupted. At five 
years (see Figure II.) the facial region has enor- 


Figure III.. 
(After Sabotta and McMurrick.) 





FicureE IV.. 
(After Broomell.) 





FIGURE V.. 


otherwise of normal occlusion. 
The next slide gives some idea 
of the hive of cellular industry 
present in the jaws of the grow- 
ing child. The jaw bones are literally full of teeth 
and growth is taking place in all directions. The 
maxillary canines lie in their crypts at the level of 
the floor of the nose and their 
roots grow upward, extending 
at the time of their eruption 
almost to the _ infra-orbital 
ridge. In the child of twelve 
years, the apex of the canine 
root lies very close to the an- 
terior part of the lateral wall 


is frequently increased by ex- 
pansion in the canine region 
when appliances are _ used 
which are capable of root 
movement. 

An examination of any 
skull will disclose the fact that 
the apices of the bicuspid and 
molar teeth are on the same 
level as the floor of the nose 
and the expansion of any or all 
of them will yield similar results in nasal expansion. 

Figure ITI. shows the adult skull, the ratio of 
the facial to the cranial part of which is now as 
1:2. We thus see that de 
velopment has been four 
times greater in the facial 
than in the cranial region in 
the period associated with 
the eruption and function of 
the teeth. During this period 
twenty deciduous and thirty- 
two permanent teeth have de- 
veloped in bony erypts, 
erupted and come into func- 
tion. It is impossible to 
deny their profound effect in 
this remarkable increase in the facial region. Jn 
this connexion the experimental work of Baker, of 
Boston, may be quoted. This investigator kept the 
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teeth of several young rabbits ground off on the 
one side, so that mastication was performed uni- 
laterally. The whole litter showed asymmetrical 
development of the bones of the face and cranium. 
Landsberger, of Berlin, repeated the experiment on 
young puppies, except that 

he removed the tooth germs 

on one side. His findings 

were similar. These re- 

searches help to explain the 

marked mental and physical 

improvement of children who 

undergo successful ortho- 

dontic treatment. 


Figure IV. represents an un- 
usually perfect masticatory 
apparatus, the teeth of which 
are arranged in what is 
known as normal occlusion. 
Observe the wonderful lock- 
ing of the cusps of the teeth, 
all part of Nature’s plan for 
efficiency and health. <A 
large proportion of pyor- 
rheeal conditions is traceable 
to the wrong locking of 
these cusps, resulting in un- 
due strain being placed on 
certain teeth. We may re- 
gard the jaws as two gear 
wheels, with teeth very carefully machined to fit 
perfectly. Imagine these same gear wheels, imper- 
fect in form, some teeth not locking at all and others 
carelessly placed in irregular positions, and you 
will appreciate the advantage in efficiency of nor- 
mal occlusion. In order to understand the influence 
of normal occlusion on facial 
development we must now 
consider the dental mechan- 
ism in action. 


It should be remembered 
that in youth the glenoid 
fossa is shallow and allows 
great mobility to the con- 
dyle. Fifteen pairs of 
muscles are inserted wholly 
or partly into the mandible. 
If this bone with its teeth is 
to assume the position of 
maximum efficiency in masti- 
cation, it is obvious that it 
will do so only by reason of 
the perfect balance of these 
fifteen muscles. To_ illus- 
trate this point, let us con- 
sider what happens toa child 
who habitually sleeps with 
the mouth open, due, per- 
haps, to adenoids. The 
tongue immediately leaves 
its normal position against 
the palate and drops down to the floor 
the mouth. The fibres of the orbicularis oris and 
buccinator muscles are on tension and press in- 
wards on the maxilla. These two factors alone are 
sufficient to account for the high, narrow vault so 


} 


| 
| 
| 


FiGureE VI.. 


often seen. As regards the mandible the normal 
tension on those muscles inserted near the sym- 
physis; namely, the platysma, anterior belly of the 
digastric, mylo-hyoid, genio-hyoid and genio-glossus, 
is lessened, with the result that the bone tends to 
assume a posterior position. 

Figure V. shows the pos- 
terior position assumed in 
such a case by the mandible 
and lower teeth. Although 
the adenoids had been re- 
moved, mouth breathing was 
being continued, owing to 
the prominent incisor teeth 
preventing closure of the 
lips. The failure of many 
rhinologists to recognize this 
fact has robbed some of 
their work of its full value 
and the influence of the 
lines of pressure exerted by 
the teeth when in normal oc- 
clusion is not appreciated to 
anything like its proper 
extent. 

I will now quote some ob- 
servations on the principles 
of orthopedics by men with 
whom you are all familiar. 
Nicolas Andry, the founder 


| of orthopedics, stated that muscles were the chief 


Ficure VII.. 


| 
| 
| 


instruments in shaping the child’s body. Wolff’s 
law of bone transformation is known to you all. 
The late John B. Murphy, of Chicago, expressed 
it thus: “The amount of growth in a bone depends 
upon the need for it.” Sir Arthur Keith’s state- 
ment of Wolff’s law is: 
“Osteoblasts at all times 
build and unbuild according 
to the stresses to which they 
are subjected.” He further 
believes that in all statie de- 
formities the transformation 
of bone is a direct result of 
unbalanced muscular action. 
Wolff also showed that the 
alterations in bone are just 
such as will meet the altered 
lines of pressure. This is 
precisely what occurs when 
teeth meet in the wrong way. 
The unbalanced muscles of 
mastication transmit pres- 
sure to the bones along ab- 
normal channels, either pre- 
venting their normal growth 
or bringing about their de- 
formity. 

The important feature in 
the corrected occlusion (see 
Figure V.) is that the molar 


of { and bicuspid teeth have been moved into a relation- 


ship which is normal, thereby causing the bones to 
develope normally in accordance with the prin- 
ciples enunciated above. 

Figures VI. and VIT. represent the facial aspect 
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of this case. It will be seen that bone transforma- 
tion and improved muscular balance have undoubt- 
edly occurred. Although adenectomy had been 
twice performed, the child was still obviously a 
mouth breather at the commencement of the ortho- 
dontic treatment. Owing to the malocclusion it 
was impossible for her to be ee 
otherwise. The training of 
the unbalanced muscles, 
combined with the estab- 
lishment of normal occlu- 
sion, resulted in marked 
physical improvement, evi- 
denced by a definite increase 
of weight. The improvement 
in mentality was shown by 
the difference in the school 
reports and the esthetic as- 
pect needs no comment. The 
two things achieved in this 
case were (i.) the establishment of an efficient 
dental mechanism and (ii.) the institution of nor- 
mal nasal breathing. 

It illustrates the value of thorough orthodontic 
treatment supplementing that by the rhinologist. 

I wish now to call your 
attention to the relationship 
of a certain type of malocclu- 
sion, namely, the high, nar- 
row vault and the hypo- 
physis cerebri. Two cases 
have been reported of abnor- 
mal sexual manifestations 
at the ages of seven and six- 
teen years. respectively, 
where normality was secured 
by treatment no other than 
the expansion of the maxille 
and consequent relief of pres- 
sure on the vomer by orthodontic measures. The 
vomer articulates by its superior border with the 
rostrum of the sphenoid, immediately above which 
is the deep pituitary fossa. Moreover, this fossa, 
which so completely encloses the hypophysis, is ex- 
tremely close to the points of 
origin of two powerful muscles 
of mastication, the internal and 
external pterygoids. In these 
cases, the pterygoids were al- 
most functionless and it is. 
quite reasonable to suppose 
that the lateral growth of the 
sphenoid was partly inhibited, 
thus cramping the hypophysis 
at a time when it may have 
urgently needed more room. ee 

The expansion of the maxil- + 
lary bones in these cases would 
bring about a lowering of the 
vault, thus relieving possible pressure through the 
vomer on the rostrum. The main effect, however, 
would be the increased stimuli transmitted to the 


pituitary fossa through the agency of the powerful | 


pterygoid muscles, whose function would be restored 
by normal mastication. 


Since the main origin of the pterygoid muscles is | 





Figure VIII.. 





FIGURE 





Ficure X.. 


from the lateral plate of the sphenoid, it is evident 
that their function must also have a profound effect 
on the width of the choane. Clinically speaking, 
there is a very definite improvement in nasal breath. 
ing when normal occlusion is established and I be. 
lieve that increased function of the pterygoids, 
eaused by more efficient mas. 
tication, is the main factor 
in very many cases. 

I must now pass on to the 
significance of the deciduous 
teeth. Those of the maxille 
are shown in situ in another 
slide, with the first perman- 
ent molar erupting posterior 
to them. It can well be un- 
derstood that if the second 
deciduous molar be prema- 
turely lost, the permanent 
molar will drift forward into 
its place. Not only will this prevent the normal 
eruption of the second bicuspid, but, far worse, the 
whole occlusal relationship of the teeth and jaws 
may be upset. The deciduous tooth next in import- 
ance is the canine. These may be likened to the 

‘ corner stones in an arch of 

] masonry, an arch which is 
designed to resist the pres- 
sure of the orbicularis oris 
muscle. Should either canine 
be lost, the arch must inevit- 
ably collapse, the degree of 
collapse depending on the 
tonicity of the muscle. 

Unfortunately, these teeth 
sometimes become septic and 
the question of their removal 
has to be decided. It must 
be stated here that the den- 
tal profession does not stand for the unconditional 


_ retention of all septic deciduous teeth. If a tooth 
_ can be rendered aseptic, its retention is occasionally 
| advisable, but the majority of septic deciduous teeth 


have no functional value. Nevertheless, in all such 
cases the dentist should be con- 
sulted and the precise value of 
the tooth or teeth ascertained, 
for this, of course, will vary ac- 
cording to the tooth and the 
stage of development of the 
denture. 

Before dealing with the sub- 
ject of orthodontia as an aid 
to pediatrics, I trust you are 
fully seized with the fact that 
the dental mechanism, by vir- 
tue of its complexity, is pecu- 
liarly liable to derangement. 
There are thousands of child- 
ren in Melbourne whose dental efficiency is less than 
50%. As a direct consequence they are not masti- 
cating properly and many of them are habitual 
mouth breathers. Hundreds will grow to manhood 
and womanhood with the bones and muscles of the 
face developed asymmetrically and with faces which 
belie their true characters. Their teeth will eventu- 
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FIGURE XI... 


ally fall an easy prey to the forceps through the 
ravages of caries and pyorrhea. At first blush, the 
problem seems hopeless, but with a more thorough 
appreciation of the forces which bring about the 
establishment of the dental mechanism, I believe 
much of this deformity can be prevented. The next 
slide shows an instance of wrongly directed force 
on the plastic prwemaxillary bones, the familiar habit 
of thumb sucking. Some of : 
the most horrible facial mal- — = 
formations I have seen were 
caused solely by this per- 
nicious habit. This slide 
shows the damage already 
caused at the age of four 
years. Fortunately an early 
diagnosis was made and the 
habit checked. The damage 
is now gradually being re- 
paired by the normal force 
of the orbicularis  oris. 

Figure VIII. is of a child of three years and 
one month presenting a marked gap _ between 
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Figure XII... 


age of twelve years. It was corrected as shown 
with some difficulty. This horrible deformity was 
absolutely preventible. It is an example of the 
criminal practice of many nurses of encouraging a 
baby to suck his thumb in order to keep him quiet. 
Figure X. shows plaster casts of this boy’s face 
before and after correction. The change was s0 
striking that people who had 
not seen him for some time, 
often failed to recognize him. 
His former expression was 
entirely false, indicating a 
weakness of character which 
would undoubtedly have 
militated against his chance 

of success in life. 

Figure XI. is a photograph 
of the teeth of another fine 
lad. The masticatory effi- 
ciency of this denture was 

Although the boy was_ thirteen 


years of age, his teeth were rapidly placed 


the upper and lower incisors on the right side. It | in normal occlusion, as is shown by Figure 


will be noted also that the teeth of the mandible 
have been forced into a posterior position. The 
cause of this was the habit of biting the knuckle. 
Elimination of the cause and the use of some very 
delicate appliances brought about the result shown 
in a very short period, without P 
any discomfort whatever to the 
child. As the slide is inade- 
quate, I have brought stereo- 
scopic photographs and models 
of this case for your inspection. 
The latter show very beautifully 
the bony changes in the pre- 
maxillary region. Note that the 
occlusion in the right molar re- 
gion has been rendered normal. 

Figure IX. shows a case 
of thumb sucking which was 
allowed to develope until the 


| boy was dramatic. 


Fieure XIV.. 


| XIT., where a retaining wire is seen in position. 


The physical and mental improvement in this 
His weight increased in nine 


months by 12.7 kilograms; he topped his class at one 


| of our public schools and has done very well at his 


sports. The slides show very im- 
perfectly the improvement in 
the facial contour. Stereoscopic 
pictures are also available. 
The next slides show another 
case of this class. Note that the 
twelve anterior teeth do not 
meet and are absolutely func- 
tionless. This case is particu- 
larly interesting by reason of 
the fact that it was used as a 
test for a new method of treat- 
ment which bids fair to revo- 
lutionize the practice of ortho- 
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dontia. The changes shown 
in the occlusal relations of 
the teeth were wrought in 
the short period of ten weeks. 
As the teeth complete their 
eruption, they will all meet 
in a normal manner and the 
forces of occlusion will tend 
to develope the bone along 
normal lines. Note that the 
muscles have not yet adapted 
themselves to their new posi- 
tions, but the facial balance 
of this patient is rapidly im- 
proving under a course of 
muscle re-education. 

Figure XIII. shows a case 
of an entirely different kind. 
It is that of a girl whose 
lower teeth were biting in 
front of her upper, instead of 
just behind, as is normal. 
The abnormal direction of 
the forces of occlusion 
caused an over-development 


of the mandible and an under-development of the 
maxille in accordance with Wolff’s law and the 


occlusion of the teeth was 
ultimately ruined, as_ is 


shown in the picture. In or- 
der to restore the occlusion 
it was necessary to bend the 


mandible at the angle, a pro- 
cedure which was only ac- 
complished with some diffi- 
culty. The result has been 
of great benefit to this child, 
for the number of teeth avail- 
able for mastication has been 
increased from four’ to 
twenty. Unfortunately some 
of her molars and _ bicus- 
pids were missing, but 
these will be restored by 
artificial substitutes. Figure 


XIV. shows the facial casts of this patient. 


Ficure XV.. 


FieureE XVL., 


Figure XV. shows a striking case of increase in 
general health as a result of the establishment of 


Ficure XVII.. 


normal masticatory  fune. 
tion and normal nasal 
breathing. Although ade. 
noids had been removed by a 
leading London - specialist, 
the child was still a mouth 
breather. The explanation 
was the usual simple one, in. 
ability to close the lips on 
account of the prominent 
teeth. Note the splendid bal- 
ance of the face in the case 
after five months’ treatment: 
also the increase in weight 
as evidenced by the signs of 
a double chin. 

The next slide (see Figure 
XVI.) represents the dental 
models of a little girl of six 
years whose permanent teeth 
showed signs of crowding 
owing to contracted arches. 
Definite increase of width 
was secured in both man- 
dible and maxillex, the 


amount being four millimetres. It will be observed 
that the lower incisor teeth are now in perfect posi- 


tion and that the necessary 
spaces in the premaxillary 
region have been gained. 
This was accomplished in a 
very short space of time and 
illustrates the value of early 
diagnosis and logical treat- 
ment. The _ old-fashioned 
idea in cases of crowding 
was to extract some of the 
teeth. Had that crime been 
perpetrated in this case, the 
development that you see 
would never have occurred 
in the bones and the nasal 
chamber would have been 
permanently narrowed. 
Figure XVII. shows still 


greater expansion of the vault in an older patient. 


Figure XVIII, 
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Seven millimetres in the maxillary and eight milli- 
metres in the mandibular molar region have been 
gained. This boy had an unusually active tongue 
and he experienced great relief from the expansion 
of the vault, as well as from having his breathing 
made easier. It will be noted that in this case there 
was also considerable crowding of the lower in- 
cisors. Some time ago a similar case was referred 
to me, but before the patient presented herself she 
was operated on for tonsillectomy. The doctor, a 
well-known man, told the mother that he might as 
well remove one of the crowded teeth and did so. 
I can assure you that this is by no means an isolated 
case and a most emphatic protest must be entered 
against the removal of teeth by some rhinologists. 

Figure XVIII. is another case of crowded teeth 
which had been unsuccessfully treated for two years 
by means of obsolete methods. The parents were 
very much discouraged and the child’s nervous sys- 


tem had suffered. The models on the right show the | 


condition when the patient came under my care. 
The result was accomplished in a little under five 
months. 
region and, remembering the position of the apices 
of the roots, picture the effect on the width of the 
nares. 


the wearing of appliances over several years. With 


modern methods of treatment in the hands of a | 
skilled operator this is totally unnecessary, for the | 
correct speed at which a tooth should be moved is | 
the rate of its eruption. In no case shown on the | 
screen have the appliances been worn for longer | 
than nine months, the shortest time occupied being | 


ten weeks. A model has been passed round for 
your inspection, showing the delicacy of these new 
appliances. The bands cemented on the teeth are 
the means by which the force contained in the deli- 
cate spring arch is transmitted to the bone through 
the roots of the teeth. This principle is entirely 
new, as previously it was the crowns only of the 
teeth which were moved and not to any appreciable 
degree at least the roots. 

This necessarily brief paper may be summarized 
as follows: 

1. The development of a perfectly functionating 
dental mechanism or the attainment of normal occlu- 
sion is an extremely intricate process, involving 

many bones and muscles. 

2. Gross irregularities of the teeth constitute a 
serious handicap to the growing child and, unless 
corrected, will disturb the metabolism of the whole 
body. 


3. The pediatrician and the rhinologist should | 
hear in mind that in many cases a child’s well-being | 


can be considerably improved by _ orthodontic 
treatment. 

Finally, I would remind you that Nature, the 
master architect, builds every individual according 
toa plan. The plan of the teeth and associated 
parts is particularly definite and it is the duty and 
privilege of the orthodontist to interpret Nature’s 
wishes, earnestly striving by the elimination of all 
abnormal lines of force for that perfection of func- 
tion and beauty which should be the heritage of 


every member of the community. 


Note the increase in width in the canine | 


This case brings up a point on which the | 
medical profession has been much concerned, namely, | 








THE MEDICAL JOURNAL OF AUSTRALIA. — 89 


THE MANAGEMENT OF DIABETES MELLITUS 
OF CHILDREN.’ 


By, H. Boyp Granam, D.S.O., M.C., M.D. (MELB.), 
Assistant Pathologist, Children’s Hospital, Melbourne. 


A stupy of the history® shows that the scientific 


| treatment of diabetes may be dated back only to the 
_ commencement of the present century, although the 
_ condition had its name in A.D. 150. The attention 


of experimentalists has been focussed on the pan- 
creas for some three decades and one brilliant result 
has been followed by another until it would appear 
that at last diabetes is nearly understood. However, 
up till 1914 no notable improvement in the results 
of treatment had been manifested andthe prognosis 
was bad for adult sufferers and practically hopeless 
for children. The published accounts of the applica- 
tion of the modern treatment introduced by Dr. 
F. M. Allen, formerly of the Rockefeller Institute 
for Medical Research, are full of hope and promise 
and this new attitude is based on large experience. 

Through the courtesy of Dr. S. W. Ferguson and 
of Dr. H. Hume Turnbull I have had three oppor- 
tunities of applying the principles of this new 
method in the management of diabetes mellitus of 
children and T have been invited to discuss some 
practical details to-night. 

Theory. 

It is the current teaching of physiologists that 
normally the islets of Langerhans of the pancreas 
supply an internal secretion or ferment which has 
the function of assisting the conversion of blood- 
sugar into the colloidal polymer glycogen which is 
stored in the liver and in the tissues as a local 
source of energy which is readily available to be 
used when the tissues do work. My conception of 
the existing theory of diabetes is that the «etiological 
factor, an unknown or variable factor, causes the 
failure of production of this internal secretion. It 
would appear that the tissues can still utilize some 
carbo-hydrate from the circulating blood, but a pro- 
found metabolic disturbance occurs with the onset 
of symptoms. When carbo-hydrate is used as the 
fuel, combustion is complete and the products of 
combustion—carbon dioxide and water—are easily 
excreted and the heat of the chemical action forms 
the energy for the tissue. The maximum amount of 
carbo-hydrate that can be utilized, is an important 
constituent of the diet, but ca#bo- hydrate fed in ex- 
cess of this amount will accumulate in the blood 
and be excreted in the nrine when the renal threshold 
for sugar, which is variable for different patients, 
but is raised in diabetes mellitus, is reached. I am 
not aware that the optimum percentage of blood 
sugar has been decided, though, on clinical grounds, 
Joslin® finds it useful to measure the percentage 
and to control it by diet at about the figure for nor- 
mal persons. If this can be done, the patient’s urine 
will not contain an abnormal amount of sugar. The 
protein of the diet is formed into tissue for growth 
and replaces waste tissue and it is also an im- 
portant source of carbo-hydrate. The protein re- 
quirements of a normal child of four years are esti- 
mated» to be three grammes per kilogram of body 





1 Read at a meeting of the Melbourne Peediatric Society on 
May 10, 1922. 
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weight, but as age advances this amount gradually 
decreases. Probably a diabetic child requires more 
than a normal child. An excess of protein increases 
the total metabolism of the body and may impair 
the efficiency of the kidneys and bring about edema 
and toxemia. When a certain amount of carbo- 
hydrate is being utilized, a definite quantity of fat 
can be completely oxidized, but a surplus of fat 
will be incompletely oxidized and the acetone bodies, 
which are toxic and may cause coma and death, will 
be produced. 


Your attention is particularly directed to the con- 
sequences of the incomplete combustion of fat de- 
rived either from the diet or from the fat deposited 
in the tissues. 
lipoid value of the blood is common in diabetes and 
has introduced a clinical method of estimating blood 
lipoid. Cammidge has pointed out the importance 
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of regulating the fat intake. Joslin has Suggested 
that a persistently high percentage of blood fat is of 
more serious prognostic importance than is a simi. 
lar percentage of blood sugar and has pointed out 


_ that the relation between blood fat and coma has 
| not yet been sufficiently investigated. The absence 
of acetone bodies from the urine does not prove that 


these bodies are not present in the blood. 


The aim of dietetic treatment is to endeavour to 
arrange that the patient is supplied with suitable 


_ food in sufficient, though not in excessive, quantity 
_ to meet the altered conditions arising from the 


pathological lesion. Apparently this control should 


| be exerted for the duration of the life of the patient. 
Bloor™ has shown that an excessive | 


Practice. 


The data supplied in the accompanying table 
(Table I.), which is almost entirely extracted from 


Table 1.—Data for Use in Management of Diabetes Mellitus. 


4 calories 
4 calories 
9 calories 
105 calories 


1 gramme of carbo-hydrate | = 
1 gramme of protein = 
1 gramme of fat = 
30 cubic centimetres of brandy = 


1 fluid ounce 
1 ounce 

2.2 pounds 
5/,, kilogram 


30 ‘cubic. centimetres 
30 grammes 

1 kilogram 

1 pound 





Food Values in Available Grammes of Carbo-Hydrate, Protein and Fat Contained in Thirty Grammes of Foodstuf, 


— ' Uncooked. 


Foodstuff. 


Proteins. Calories. 


| 
Carbo-Hydrates. | 





Almonds (“15%”) .. 
Apple (“15%-20%”’).. 
Asparagus (“5%’’) .. 
Bacon .. Sis 
Beans, French (“20% my! 
Beans, haricot (“20%”) . 
Beets (“10%”) . Frese 
Brazil nuts (“10%”) 
Brussells sprouts ("5%") 
Butter .. . x 
Cabbage (“5%") 

Carrots (“10%”) in) 
Cauliflower (“5%”).. 
Celery (“5%”) .. 
Cheese, average . mild 
Chicken, young.. 

Chicken, old 

Cocoa, dry . 

Cucumber (“5%”) 2 ee 
Fish, cod, flounder, etc. .. 
Fish, trout, etc... ds 
Fish, salmon 

Gelatine, dry .. 
Lettuce (“5%’’).. 
Marrow (“5%”).. S. 
Meat, cooked, lean, no visible fat. 4 
Mushrooms (“10%”) a 
Oatmeal, dry .. 

Onion (“10%”).. 
Parsnips (“15%’’) 
Peanuts (“20%”) .. 
Peas, green (“15%’’) 
Plasmon, dry .. .. 
Potato (“20%”) he 
Pumpkin (“10%”) .. 
Radishes (“5%”) 
Rhubarb (“5%”) 
Sausage, average 
Spinach (“5%”) = 
Tomato, young (“5%”) 
Tomato, old (“10%’’) 
Turk’s cap (“10%”).. 
Turnips (“10%”) 
Walnuts (“15%”) 
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Rested One egg contains protein, six grammes; fat, six grammes. All the fat and half the protein is in the yolk. 
t is of Thirty cubic centimetres of milk can be regarded as carbo-hydrate 1.5, protein 1 and fat 2, in the absence of more 
| Simi- reliable information. Gravity cream is all the cream that is visible on a quart bottle of milk that has stood about six 
‘d out hours in the ice-chest. The milk that is carefully syphoned off can de estimated at carbo-hydrate 1.5 and protein 1 to 
ia hag 30 cubic centimetres and the cream at carbo-hydrate 13, protein 1 and fat 5 to the thirty cubic centimetres. 
sence Broth (clear, strained) placed in an ice-chest overnight and skimmed, beef tea similarly treated, “Bovril,” “Mar- 
e that mite’ and “Bonox” ( one level teaspoonful to a cup of boiling water) can each be regarded as containing no carbo- 

hydrate or fat, but protein 1 to the thirty cubic centimetres of prepared fluid. 

Tea and coffee (without sugar or milk) and water have practically no solid contents and no caloric value. 

ur to Six oysters have the composition carbo-hydrate 4, protein 6, fit 1. A small orange contains ten grammes of carbo-hydrate. 
itable 
antity Chart for Dietary Records. 


n the 
hould 
tient, 





Remarks. 


Night. Orders. Carbo- Proteins. Fats. 


Supper. | 
| hydrates. 
if 


Afternoon. 


| | 


Hane BIDE a 
Broth, 180 |Fish, cod,'Beef tea, Cabbage, (Water, 180|“5%” vege- 6.6 3.3 

| 60 table, -200 
“10%” vege- 6.6 1.6 


Breakfast. | Forenoon. Dinner. 


rms. Grms. Grms. 


.|Celery, 30 
Lettuce, 20/Water, 180| flounder, | 180 


table 
from 


Plasmon, | ete., 60 

45 \Plasmon, | 
Milk, 60 -! | 45 | 
Tea, 180 | ‘Milk, 60 | 
Peas, green| 
60 





Pumpkin, 
50 
Marmite, | 
| 180 | 
i 
| 
| 








| 
‘Water, 180 |Cauliflower| 


|Turnips, 50| 
|Egg, 1 t 


‘Coffee, 180 | 


| 
| 
| 
! 
| 


table, 100 
“15%” vege- 
table, 60 
|Plasmon, 

| 90 

\Milk, 120 
|Fish, cod, 





| flounder, 
| ete., 60 
Egg, 1 
Marmite, 





6.0 


6.0 


3.0 
72.0 


4 
10 





28.2 grammes of carbo-hydrate 
117.9 grammes of protein 


11 grammes of fat 
* 


113 calories 
471 calories 
584 calories 
99 calories 


683 calories 


28.2 1 


17.9 





No sugar. 


No acetone 


| 
| 
| 
| 
| 
| 
| 180 | 
| 
| 
| 
| 
| 





Joslin’s “Treatment of Diabetes Mellitus,” has been 
used in my calculations. At the outset of treat- 
ment I have reduced the diet until the urine of the 
patient has been clinically sugar-free. Then a vege- 
table diet has been gradually increased until glyco- 
suria has been detected in the urine. The estimated 
carbo-hydrate intake just short of this point has 
been regarded as the “carbo-hydrate tolerance” and 
protein in the form of boiled fish or “Plasmon” has 


heen added to the diet and later fat, as lean meat © 


or milk or egg, has gradually been used to build up 
an optimum diet. It has been noted that when the 
patient was receiving a mixed diet, more carbo- 
hydrate than the estimated “carbo-hydrate toler- 
ance” could be included without causing clinical 
glycosuria. The patients have appeared to benefit 
as a result of activity, such as walking about rather 
than lying in bed, and massage and warm clothing 
have been used to bring about an increased supply 
of blood to the muscles and peripheral tissues. The 
children have exhibited unstable temperaments and 
periods of mental agitation have at times been corre- 
lated with the unexpected appearance of clinical 
glycosuria. 

Fluids have not been withheld, but in the presence 


of polydipsia broths and beef tea have been sparingly 


administered on account of the protein and fat con- 
tents which otherwise: may overbalance the diet. 


The following are brief notes of the cases of the 
three patients: 

CasE I.—H.B., female, aged seven, was admitted on 
August 12, 1920. For three weeks she had exhibited poly- 
phagia, polydipsia, polyuria, glycosuria and constipation 
with languor, prostration and rapid loss of weight. Crying 
fits, pains in the head and slight sore throat were also men- 
tioned. Previously she had been in good health. Her urine 
contained 1.6% of sugar and acetone bodies in large quan- 
tities. She was very asthenic, but by no means comatose. 

Food was withheld for two days, but she was allowed 
such fluids as weak tea and coffee (without milk and un- 
sweetened), clear strained broth (placed in the ice-chest 
overnight, skimmed and warmed) and water. She received 
thirty cubic centimetres of brandy daily until she was get- 
ting a moderately sufficient diet and for three days sodium 
bicarbonate was administered orally to the extent of nine 
grammes daily, but it was then discontinued. On the day 
after admission a trace of sugar was detected and some 
acetone was present in her urine, but the tests all failed 
to elicit a reaction for the succeeding nineteen days. 
Twenty-four hours after her urine became sugar-free her 
“carbo-hydrate tolerance” was estimated by giving her a 
daily increasing quantity of vegetables and on her eighth 
day in hospital she took in this low protein fat-free form 
forty-five grammes of carbo-hydrates (or three grammes to 
the kilogram of body weight) without the appearance of 
sugar in her urine in sufficient concentration to be detected 
by the Fehling reaction. 

A mixed diet was then introduced by the addition of 
sixty grammes of raw scraped beef (covered and warmed) 
and later of sixty grammes of bread made from casoid 
flour and eggs (protein, twenty-two grammes; fat, six 


| grammes) and of one hundred and twenty cubic centi- 
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metres of unskimmed milk. 


grammes of protein and forty grammes of fat and her urine 
was clinically free of sugar and of acetone bodies. Her 
diet was maintained at this level for a week and then 
acetone bodies were detected in the urine shortly after 
the addition of four grammes of butter thinly spread on 


her bread; on reducing the amount of fat and increasing | 


the carbo-hydrate glycosuria resulted (1.5%). 
A 50% reduction was made in the diet next day and no 
glycosuria was detected. The diet was gradually increased 


and by the end of the week she passed the old limit of | 
tolerance. A week later she again had glycosuria, passing | 


thirteen grammes on the day that her diet was estimated 
to contain ninety grammes of carbo-hydrate, 
grammes of protein and fifty grammes of fat, representing 
seventy calories per kilogram. Another reduction of her 
diet was made and the urine remained sugar-free until a 
week later she received carbo-hydrate 120 grammes, pro- 
tein 65 grammes and fat 40 grammes. Her diet was then 
maintained at just below this level and all went well for a 
month, when she developed colitis with pyrexia and spent 


a week in bed and lost the two kilograms of weight that | 


she had gained. It is of interest to note that during this 
iliness her food tolerance was lowered, to return to its 
former level in a very short time. For three months she 
made uninterrupted progress and gained weight steadily 
at the rate of a kilogram a month. Since then she has had 
institutional treatment in a children’s home with a trained 
matron in charge and has become healthy and active with 
firm muscles, but she has not gained in weight. A recent 
specimen of urine was found to contain 0.75% of sugar. 
Her diet is controlled and her urine is frequently exam- 
ined and only occasionally yields the Fehling reaction. 


Case II.—B.B., female, aged three, was admitted on 
August 16, 1921. Nine weeks previously she had become 
fretful and drowsy and polydipsia and polyuria were 


pital, glycosuria was detected. She was dieted and im- 
proved and the quantity of sugar was decreasing, but she 
relapsed, with extreme loss of weight and asthenia. She 
was very wasted on admission and weighed ten kilograms. 
Though she had fasted all day, her urine contained 2% 
of sugar and acetone bodies were present. She was allowed 
fluids freely and for six days was kept on a low diet con- 
sisting of 120 grammes of cauliflower, 120 grammes of 
rhubarb and 180 grammes of pumpkin with 90 cubic centi- 
metres of skimmed milk. By the sixth day the glycosuria 
had disappeared and the acetonuria had diminished. Her 
diet was increased and two days later the acetonuria dis- 
appeared. Her “carbo-hydrate tolerance” was estimated to 
be at least sixty grammes, but she frequently had transient 
glycosuria while her optimum diet was being decided. She 
failed to gain weight on an average diet of fifty grammes 
of carbo-hydrate, fifty grammes of protein and fifteen 
grammes of fat, representing approximately fifty-three 
calories per kilogram and yet if more protein, carbo-hydrate 
or fat were added, her urine would contain either sugar 
or acetone bodies or both. It was decided that attention 
should be concentrated on keeping her urine free of acetone 
bodies and that a border-line diet very low in fat should 
be maintained. The child has continued to be difficult to 
feed without the appearance of sugar in the urine, but 
her weight has increased to 11.3 kilograms. She has been 
an inmate of the children’s home for some four months, 
but was recently re-admitted to the hospital in poor con- 
dition and with 3.1% of sugar and acetonuria. 


Case III.—L.T., female, aged thirteen, was in good health 
until in March, 1921, polyuria and polydipsia commenced. 
Medical aid was sought in May and the condition was 
recognized and treatment along modern lines resulted in 
the disappearance of the glycosuria for five weeks. Until 
the end of the year she was fairly strictly dieted though 
her urine contained. sugar. Troublesome constipation, 
enormous hunger, asthenia and prostration were prominent 
symptoms. Her weight in May, 1921, was thirty kilograms. 
She was admitted to the hospital on February 11, 1922, in 
an emaciated condition. Her weight was twenty-one kilo- 
grams. Polyuria, polydipsia and glycosuria were extreme 
and increased amazingly on a vegetable and protein diet. 
The usual fluids were freely permitted and large quantities 
of broth were consumed. Repeated attempts were made to 
render her urine sugar-free by cutting down her diet and 





In a fortnight her daily diet | 
was approximately sixty grammes of carbo-hydrate, fifty | 
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even by intermittent and by prolonged starvation and yet 
from 50 to 150 grammes of sugar appeared in the urine 
in a day. The broth was then suspected and without any 
other alteration in the management of the patient than a 


| restriction that the broth should not be in excess of one- 
| third of her fluid intake and should be clear, strained 


broth, placed in the ice-chest overnight, skimmed and 
warmed, she became sugar-free in six days. The figures 


| are tabulated in the accompanying dietary and urinary 
| record (Table II.). 


Her average fluid intake for two 
months was about 5.5 litres and more than half of it was in 
the form of broth and beef tea. She was weak and cdema- 
tous and low-spirited and confined to her bed, although she 


| gained about four kilograms in the two months. Her 
ninety 


“carbo-hydrate tolerance” was ascertained after she had 
become sugar-free to be over thirty-six grammes and she 


| has failed to pass sugar or acetone bodies while eating a 
| diet as valuable as thirty-seven grammes of carbo-hydrate, 


one hundred grammes of protein and thirty grammes of 
fat or approximately thirty-three calories per kilogram. 
She is getting regular massage, is out of bed nearly all 
day and has lost her edema and bad temper and takes a 
very keen interest in her diet. Her thirst and output of 
urine are diminishing, but she is losing weight, which is 
presumed to have been retained fluid, for whereas before 
she became sugar-free her fluid intake exceeded her total 
output of urine, latterly the reverse is the case. 


I am indebted to Dr. W. J. Young, of the Bio- 


chemistry Department at the Melbourne University, 
for the analysis of a sample of the broth that the 


| patient was receiving prior to April 8 and to Miss 


Young, a demonstrator in the Department, who car- 
ried out the examination in duplicate and found the 


_ nitrogen precentage to be 0.801, representing a maxi- 
| Inum protein percentage of 5.01, and found the fat 


noticed. When admitted a week later to a country hos- | percentage to be 0.19. 


This sample, judging by its appearance after a 


| night in the ice-chest, obviously contained less pro- 
| tein and fat than did many other specimens of the 


broth supplied to the patient which were not 


| analysed. 


In the description of the management of these 


| patients emphasis has been laid on the importance 
| of dietetic measures and the assistance of a reliable 
| person, such as a specially trained nurse, would 
| appear to be a necessity without which even a small 
| degree of success is beyond reach. 


General hygienic desiderata are of particular im- 


| portance to diabetic patients on account of their 
| urgent need of the food that they are able to meta- 


bolize, of the serious consequences of over-eating or 


| under-eliminating and of their susceptibility to 
| intercurrent infective diseases. 
| periodic systematic medical examinations should be 
| carried out in order that the onset of renal or car- 
_ diac inefficiency or of tuberculous infection would 
| be discovered. 


It is desirable that 


Joslin” has expressed the opinion that “the dan- 


| gers attendant upon the use of alkalies in the treat- 
| ment of acid intoxications far outweigh their ad- 


vantages.” Others have advocated that alkaline treat- 


| ment should be controlled by the reaction of the 
| urine and should be discontinued if the urine be- 


comes alkaline. Another suggestion is that “bal- 


| anced salines” should be used until the urine be- 


comes alkaline. Strict adherents to the Allen treat- 


| ment have discarded the use of alkaline fluids 


altogether. 
By the use of gelatine, cochineal and saccharine 


an imitation sweet was made by the mother of a 
| patient and greatly relished by the child prior to 


admission to hospital. It is difficult to make a 





| = 
= 
e 


Protein (and Fat) of Broth, Beef Tea, etc., which were Uncontrolled Prior to April 8, Produced Glycosuria, even in 


(L.T., aged 13).—To Show that the 
the Absence of Carbo-Hydrate Food from the Diet and that the Protein (and Added Salt 


Table Il. 


) Caused Retention of Fluid and Apparent Gain in Body-Weight. 
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child lose the sweet taste and such a substitute 
is perhaps admissible as a slight recompense for 
foregoing more harmful sweet articles of food which 
are desired by children. 

When preliminary steps have been completed for 
the estimation of the dietetic regime best suited to 
the patient, there is perhaps a danger of deprivation 
of essential minerals or vitamins during the ensuing 
months or years. It is reasonable to suppose that 
if a variety of vegetables is included the mineral 
deficiency would be avoided and by the careful use 
of uncooked eggs and fruit juice and such a yeast 
preparation as “Marmite” in addition to the usual 
articles avitaminosis is unlikely to develope. 


Prognosis. 

In August, 1919, Horowitz, of New York, re- 
ported that two patients who became diabetic at the 
age of two years and two years and eight months 
respectively, were progressing satisfactorily two and 
three years afterwards and expressed the opinion 
that “diabetes in children is not necessarily fatal, 
as we have been led to believe” and the further 
opinion that “if they can be tided over for a certain 
length of time, they will outgrow the tendency en- 
tirely.” In addition, he emphasized the value of 
institutional over home treatment. 

By means of the information available in the re- 
cords of the Children’s Hospital, Melbourne, supple- 
mented by private inquiry, the following particu- 
lars respecting an additional five juvenile diabetic 
patients can be supplied: 


Case IV.—K.H., male, aged thirteen, was admitted on 
November 2, 1918. For a year he had been diabetic and 
loss of weight and frequency of micturition were the 
prominent symptoms. During the two months he was in 
hospital he responded well to modern methods of treat- 
ment and picked up information which it might reason- 
ably be expected would have proved sufficient to enable 
him to continue the treatment at home. He “gradually 
sank after leaving the hospital and died on November 
13, 1919.” 


Case V.—J.B., male, aged four, was admitted on August 
1, 1918. The onset four weeks previously was acute, with 
pyrexia and vomiting, followed by frequency of micturition 
and enuresis, polydipsia, headache, supra-umbilical pain 
and: nausea. Clinical glycosuria was found to be present, 
but. he became aglycosuric and remained so for three 
months in hospital while he was strictly dieted; he, how- 
ever, relapsed and died of coma a month after he returned 
to his home. 


Case VI.—M.W., female, aged two years and eight months 
when she was admitted on August.12, 1918. She was not 
at all drowsy or severely wasted, but her urine contained 
3% of sugar and for three weeks she had been languid and 
irritable with polyuria, polydipsia, polyphagia, constipa- 
tion and some loss of weight. She was in hospital until 
November 5, 1918, and for some time after her return to 
her home her people “had great hopes of her getting well, 
as she seemed to get stronger and put on a little flesh,” but 
she suddenly developed coma and died shortly afterwards, 
in March, 1919. 


Case VII.—A-S., male, aged twelve, was admitted on 
August 29, 1919. He had been the subject of periodical 
attacks of-vomiting for many years, with an interval of 
about six weeks between the attacks, which on occasions 
lasted three days.. A month before admission polydipsia 
and polyuria, with nocturnal frequency, had. been mani- 
fested for the first time and had persisted, with progressive 
wasting and languor. An attack of “influenza” had ushered 
in these symptoms, but no other previous illnesses were 
mentioned. During the month in hospital it was estab- 
lished that he had diabetes mellitus, but he did not put 
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up with dietetic restrictions with a good grace, though he 
showed some improvement. Shortly after discharge he 
was admitted to another hospital, where he remained for 
three months and progressed satisfactorily. ‘When the 
cold weather started he commenced to go back and gradu. 
ally got worse until he died” on August 13, 1920. 


CasrE VIII.—L.H., male, aged twelve, was admitted on 
September 27, 1920, three weeks after the onset of illness, 
with drowsiness and fainting turns; polyuria, polydipsia, 
polyphagia and rapid wasting had followed and on admis. 
sion he was rational, but somewhat torpid and the smell 
associated with acetone was noticed in his breath and his 
urine contained an abnormal amount of sugar. He re. 
mained in hospital until January 18, 1921, and made great 
progress and learnt how to estimate and record his diet 
and how to test his urine. After discharge “he was very 
much better for a few months,” but he relapsed and died 
in October of last year. 


These children improved in hospital, responding 
to modern methods in an encouraging manner, 
Those that are dead, died away from hospital, be. 
yond the control of the practitioner who had investi- 
gated the dietetic condition. It would appear that 
a greater degree of liaison between the adults con- 
cerned in the management of juvenile diabetic pa- 
tients might be the means of improving the 
prognosis. 
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Reports of Cases, 
DIPHTHERITIC VULVITIS.* 


By F. A. Macuire, D.S.0., M.B., Cn.M. (Syp.), 
F.R.C.S. (Ena.), 


Honorary Assistant Gynecologist, Royal Prince Alfred 
Hospital, Sydney. 


Tue following cases are thought worthy of record on 
account of the rarity of the condition: 


I. M.R., etatis five, was admitted to the Royal Prince 
Alfred Hospital on April 18, 1920, with the provisional 
diagnosis of cancrum vulve. The history obtained from 
the mother was that the child had been ill for three weeks. 
The mother first noticed little white ulcers on the vulva. 
The local medical practitioner prescribed a lotion which 
was used for a day or two and then the vulva began to 
swell and the use of the lotion was suspended. The con- 
dition became worse and the child was taken to the out- 
patient department of a metropolitan children’s hospital 
and was kept under observation and treatment there. 
Finally she was sent by the Board-of Health for admission 
to the Royal Prince Alfred Hospital. 

On admission the general condition of the ‘child was 
very bad. She looked extremely ill, the temperature was 
37.8° C., the pulse was 114 and the respirations numbered 
twenty-six per minute. There were several areas of ecchy- 
mosis over the back and thighs. The vulva was severely 





» 
1 Read at a meeting of the New South Wales Branch t 
British Medical Association on June 9, 1922. igen 
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inflamed. The inflammatory area spread on to the anterior 
abdominal wall for about five centimetres, was brawny and 


had a dark red appearance. The surface of the labia majora | 
was nearly black and was partly covered by a greyish | 
slough. The affected area bled easily. Examination of the | 


circulatory and respiratory systems revealed nothing ab- 
normal beyond a rapid pulse rate. There was no sign of 


inflammation in the throat. The voice was noticed to be | 


of peculiar quality. The pupils were equal and reacted to 
light and accommodation. The knee-jerks were present and 
there was no evidence of any limb paralysis. The tongue 
was coated with white fur. The child vomited two or three 
times after admission. 

A provisional diagnosis of cancrum vulve was made by 


the admitting officer. I was asked to see the patient be- | 


cause foul play was suspected on account of the bruising 


of the back and the inflammatory condition of the vulva. | 
On inspection; however, the presence of diphtheria was | 


suspected. A swabbing from the vulva was taken at once 
and the Klebs-Loeffler bacillus was found to be present in 
great numbers, both in swabbings and afterwards in 
cultures. 

An injection of 10,000 units of diphtheritic antitoxin was 
given subcutaneously in the abdominal wall. 


ferred to the Coast Hospital, where she died within twenty- 
four hours. 

Il. F.M.B., etatis five, was admitted to the Royal Prince 
Alfred Hospital on March 2, 1921. The mother stated that 
the child had had a vaginal discharge for three weeks. 


She had been seen a fortnight previously at the Children’s | 


Hospital, where a smear had been taken and no diphtheria 
bacilli had been found. The child gradually got worse. 

At the time of admission to the Royal Prince Alfred 
Hospital there was intense inflammation of the vulva 
and the surrounding parts spreading on to the anterior 
abdominal wall. Several ulcerated areas were present, the 
whole of the latter being covered with a dirty grey exudate. 
A swabbing was taken on serum agar. This failed to show 
the presence of gonococci, but revealed that of the Klebs- 
Loeffler bacillus. An injection of 10,000 units of anti- 
diphtheritic serum was given into the abdominal wall 
and the patient was transferred to the Coast Hospital, 
where recovery ensued. There was no evidence of throat 
infection in this case. 

Diphtheritic vulvitis is rare. There is only one case 
recorded in the Royal Prince Alfred Hospital since 1910. 
It may occur as a secondary condition to diphtheria of 


the throat, but when it occurs, as it did in the two cases | 


reported, as an infection of the vulva only, it is liable 
to be missed. In any case of membranous vulvitis swab- 
bings should be examined for the Klebs-Loeffler bacillus. 
The cases recorded were diagnosed on the general surgical 


principle that when a wound or an ulcer is not reacting | 
to ordinary treatment, diphtheritic infection should be sus- | 


pected, particularly if there is a membranous exudate 
present. 


Reviews, 


THE SURGERY OF THE STOMACH AND DUODENUM. 


A nook entitled “The Surgery of the Upper Abdomen,” 
by Deaver and Ashhurst, should be very welcome to the 
medical profession. 


Man has one abdomen. Terms like “upper abdomen” and 


“the acute abdomen” should be banished from our litera- | 
ture. The difficulties of diagnosis of lesions in the organs | 


situated in the upper regions of the abdomen are great. 


As a result there appears to be a tendency among some 


surgeons to recognize this and to limit their work to a 
segment of the abdomen. The authors have drawn freely 
on their large surgical experience; many cases are quoted 








: 1 “Surgery of ve Upper Abdomen,” by John B. Deaver, MOD., 


Se.D., LL.D., F.A.C.S., and Astley Paston Cooper Ashhurst, 
A.B., M.D., F.A.C.S.; Second Edition; 1921. Philadelphia: P. 
Blakiston’s Son & Company; Royal 8vo., PP, 832, with nine 
coloured plates and 198 other illustrations. Price: $14 net. 


The dose | 
was repeated on the following day and the child was trans- | 


At the same time, we must protest | 
that slovenly English is not essential to good surgery. | 
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from their own practice and this has tended to make a very 
practical treatise. 

The chapters on the anatomy and physiology are most 
pertinent. The authors, in dealing with diagnosis, point 
out the danger of accepting the unsupported evidence of 
X-ray examination. They hold that, unless the radiologist 
is an expert at his work, his report must be accepted with 
caution and must be confirmed by clinical evidence. 

The authors in the past have advocated gastro-enteros- 
tomy in the treatment of chronic gastric ulcer, because of 
its low death rate and satisfactory immediate results, but 
they are apparently not satisfied with their ultimate results, 
especially when the ulcers are situated beyond the usual 
pyloric portion. They state that they adopt excision or 
even partial gastrectomy much more frequently than they 
did a few years ago. Transgastric excision of chronic ulcer 
of the posterior wall is described in detail. We hold that 
this operation should be relegated to the surgical dust-heap. 
It is much easier and safer to approach this type of ulcer 
by a direct attack on the posterior wall of the stomach 
by the intercolo-epiploic route or by performing a partial 
gastrectomy. 

Attention is drawn to the frequent occurrence of acute 
dilatation of the stomach and duodenum after operations 
and many hypotheses are postulated as to its cause. Though 
nothing new has been evolved, the prominence given 
to this subject should serve to focus the minds of 
surgeons on this malady so that post-operative distress 
due to this cause may be alleviated by the proper treatment. 

As might be expected from the senior author’s vast ex- 
perience in gall bladder surgery, the chapter on this sub- 
ject is most interesting and instructive. 


The authors believe in early operation for cholelithiasis 
and agree with Kehr that the slight dangers of early opera- 
tion stand in no sort of relation with the great dangers 
of the disease itself. They do not agree with indiscrimi- 
nate cholecystectomy, because they attribute a definite func- 
tion to the gall bladder, yet they apparently perform this 
operation much more frequently now than in the past. 

In the treatment of hydatid of the liver “formalization” 
of the cyst by 1% formalin after the method of Qénu is 
insisted on as a preliminary to operation, because the 
authors believe that the contents of a cyst are infective 
and can reproduce the original condition. The chapters 
on spleen and pancreas contain much valuable information. 

The book can be recommended on account of the well- 
balanced judicial and experienced views on the choice of 
operations and on the value of the different methods of 
treatment, whether medical or surgical, and because the 
authors indicate clearly the significance of the various 
symptoms and signs. 

The book has a great many beautiful illustrations, a 
number of which are in colour, and is destined to be a 
classic in American surgical literature. The surgeon or 
practitioner may with confidence consult its pages to help 


| him out of the surgical difficulties which he is sure to 


encounter when dealing with lesions situated in the upper 
regions of the abdomen. 





PSYCHOLOGICAL MEDICINE. 


Dr. Boris Sinis’s “Diagnosis of Psychopathic Disease’ 
is one of a number of works by the same author dealing 
with mental diseases from a _ psychological point 
of view. The author writes forcibly, very forcibly at times, 
on controversial subjects, especially when he crosses swords 
with the psycho-analysts. For example, in his introduction 
he writes: “Psycho-analysis is a conscious and more often 
a subconscious or unconscious debauching of the patient. 
Nothing is so diabolically calculated to suggest sexual per- 
version as psycho-analysis.” Again, he describes it as a 
form of medical Bacchanalia, “a mad medical dance of 
psycho-analytic worshippers round the shrine of Venus 
and the altar of Priapus.” Although this language may be 
described as hyperbolic invective, yet the author is only 





1 “Symptomatology, Psychognosis and Diagnosis of Psycho- 

pathic Diseases,’ by Boris Sidis, A.M., PE. ua 3 9. 

egal E. & S. Livingstone; Post 8vo., pp. 448. Price: 
8. net. 
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a little in advance of the growing opinion of the profession 
as to the disabilities, if not dangers, of the teachings an 
practice of the Freudian school. For instance, F. L. Golla, 
in his Croonian Lectures of 1921, speaking of the psycho- 
analytic method, said: 
of medicine has yielded advantages outweighing its mani- 


| 


a | 


“Whether its application in the field | 


fest drawbacks is a question about which there is much | 


difference of opinion”; . 
culties of inquiry by methods of association, he said: 


and, again, in considering the diffi- | 
“The | 


chief cause of error in such investigations must always | 


be the possibility that the subject derives his associations, 
not from endogenous sources, but from the investigator.” 


Boris Sidis is, however, on quite safe ground when he | 


writes: “Our medical colleges are apt to run in a routine; 
they give special courses in ophthalmology, otology, in 


special nervous organic diseases and even in tropical | 


maladies which a general practitioner may not see in a 
lifetime, but they ignore psychopathic maladies which 
almost crowd the office of the general practitioner, which 
he finds not only difficult to treat, but is even unable to 
recognize and diagnose.” 

One drawback to specialization in medicine is the ani 
tion to invent new names and so to tax still further the 
already over-burdened memories of students. Boris Sidis 
is apparently a ready victim to this form of temptation 


and “psychognosis” is oniy one of the many new terms 


made to do duty in this work. 
The writer is on the whole clear in his expositions and 


drives home his points with perhaps a worrying tendency | 


to repetition. He goes with great detail into what he 
terms the “hypnoidal twilight state” and his methods bear 
a strong resemblance to those of the school he so much 
abhors 

The author’s description of his views on the origin of 
hallucinations is very exhaustive and extremely interest- 
ing, as is his association of hallucinations with dreaming; 
he promises to discuss dreams even more fully in a pro- 
jected volume on the “Causation of Mental Diseases.” 

He goes very fully into the genesis of everything he 
touches, e.g., the aphasias, amnesia, etc.. This volume is 
of very great value to the student of psycho-therapy and 
shows much original thought and patient investigation. It 
is to be regretted it is printed on rather poor paper, 
though there are very few errors in typography. 





CLINICAL LESSONS IN MEDICINE. 


THE acceptability of Dr. H. Letheby Tidy’s “Synopsis of | 
Medicine” to a wide circle of readers is evidenced by the | 


need to issue a second edition within about eighteen 
months of the first. The writer is a master of the art of 
synoptic presentation and has expended a vast amount of 
careful labour on the work. His book provides a means 
of rapid reference to the leading features of any medical 
condition. They are found under the appropriate headings, 
clearly and briefly summarized. 


Naturally within the limits of this comparatively small 
volvme only the briefest explanation of details has been 
possible. It is thus not capable of supplanting the text- 
book. But while the text-book must be left at home, the 
synopsis is sufficiently portable to be carried to the bed- 
side. Under its guidance ward work may be made more 
systematic and the habit of correlating case observation 
and reading may be established. References can be made 
in the margins to the student’s own cases. Thus anno- 
tated, the volume can form a valuable companion to the 
text-book in home reading. 

The author himself discourages any tendency to use his 
volume as a text-book, stating that any such attempt must 
inevitably lead to failure. But he hopes that the book 
may serve for purposes of rapid revision. For example, 
. “the worried student whose final examinations are within 
sight,” is mentioned. An eleventh hour use of the book 
may lead to disaster. .To be of use in revision, it should 
have been systematically used as indicated above during 





1 “A Synopsis of Medicine. ye by Henry Letheby Tidy, MA., 


M.D., B.Ch. (Oxon.), F.R.C.P. (Lond.) ; Second Edition, Revised, 
1922. : John Wright & Sons, Limited; Crown 
pp. 915, with index. Erie: 21s. net. 


8vo., 


the period of clinical clerkship. To turn at the last to, 
new volume where thousands of facts are marshalled iy 
clos array may cause panic or at least mental indigestion, 
The book, moreover, is too good to be used only in a hurry, 
The author is so concise, so sparing of words that delibera. 
tion and thought are demanded from the reader if the fu 
weight and value of each point are to be attained. 

The general arrangement of the work is based on that 
of Osler’s “Principles and Practice of Medicine.” The edi- 
tion now under notice differs little from the first. The 
section on encephalitis lethargica has been re-written in 
mucn detail. The work is well printed, many distinctive 
types being used to give clearness in headings and sub. 
headings. The index is excellent and the binding service. 
able. With due caution as to proper mode of using, the 
book may be warmly commended. 





MALARIA IN THE MALAY STATES. 


Dr. Maicotm Wartson’s exhaustive account of the cam- 
paign for “The Prevention of Malaria in the Federated 
Matay States” is a very welcome addition to the litera. 
ture on this subject.t This is one of the books that instan- 
tancously establishes a claim for a position on the book- 
sheives of everyone interested in preventive medicine. Dr. 
Watson describes with careful attention to every detail 
how, with limited funds, but with marvellous patience 
and perseverance, he and his fellow-workers have gradu- 
ally eradicated malaria from one part after another of a 
country in which this disease has in the past been a verit- 
able scourge. Certainly those who are concerned with 
similar problems in Australia and our mandated islands, 
should take heart when they read of what has been done 
in the Malay States; take heart and take hints! 


But it is not the hygienic specialist alone who will 
find interest in the book. We commend it cordially to the 
notice of any of our readers who would like to obtain a 
more intimate knowledge of conditions in this generally 
little known part of the world. They cannot fail to be 
stimulated by the wonderful work and self-sacrifice of 
their medical colleagues and we venture to think that in 
future the mention of the Malay States will call up a 
mer.tal picture of this devoted band rather than of rubber 
planters and finders of tin mines as heretofore. 





PERISTALSIS. 


“THE MECHANICS OF THE DIGESTIVE TRACT,” by Dr. Walter 
C. Atyarez, is based on a lecture on peristalsis in health 
and disease delivered by the author before the American 
Roentgen Ray Society in 1920.2 As its author indicates, 
the book deals. only with the motility of the gastro-intes- 
tine and as such presents some very interesting features 
not generally known. In the early chapters he insists 
on the autonomy of the gastro-intestine—that it carries 
within itself the mechanism essential to peristalsis. 

He then turns to the myogenic nature of the rhythmic 
contractions and the functions of Auerbach’s plexus. The 
illustrated simile of the “gradient” idea is quaint, but use- 
ful. In a subsequent chapter this idea is practically 
applied, but the author wisely emphasizes the fact that 
much of this is purely suggestive, that it has weak points 
and that much work is still to be done. 

The book can be recommended to physicians, surgeons 
and radiologists or those desiring further knowledge. 
For the worker in research on this subject a very complete 
list of references is provided. 





The Prevention of Malaria in the Federated Malay States: 
A “ecard of Twenty Years’ Progress,’ by Malcolm hte 2% 
M.D., C.M., D.P.H., with contributions by P. S. 
dey Pa. and A. R. Wellington, M.R.C.S., L.R.C.P 

& H., ‘and a preface by Sir Ronald Ross, K.C.B., K. ro uM G. 
FRCS. D.P.H., M.D., LL.D., D.Sc, F.R.S., Nobel Laureate: 
Second Edition, Revised and "Enlarged ; 1921. London: John 
Murray; Sydney: Angus & Robertson, Limited; Demy §8vo. 
pp. 381, with 115 ‘Wlustrations. Price: 42s. net. 

2 “The Mechanics ~< the Digestive Tract,” by Walter C. 

Alvarez, M.D.; 1922. New York: Paul B. Hoeber ; Demy 8vo., 
pp. 192, with "22 illustrations. Price: $3.50 net 
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_It will further be remembered that in 1911 violent 
attacks were delivered against the attitude adopted 
by Professor Keith. Notwithstanding the fact that 


| Professor Keith adduced much direct evidence of 
| an unassailable nature, his opponents refused to ac- 


| cept his views, probably because their vision was 
| less acute and their understanding less clear than 
| those of the savant Conservator of the Museum of 


| the Royal College of Surgeons. 


In introducing a discussion on the medical and 


son wisely reviewed the complex anatomical and | 
physiological peculiarities of the mandible and its | 


for the redressement of defects of occlusion. 
contribution will be welcomed as a learned and a 


cal profession usually pays but little attention. The 
subject tends, perhaps, to wear a new garb in view 


ated to a large extent from the other side of the 


Professor Keith 
proved that the modern skull described by Barnard 


hygienic aspects of dentistry, Dr. W. Stanley Wilkin- | Davis was characteristic of acromegaly. The pitu- 


itary fossa was double the average size; the qualities 
of the acromegalic skull were present and the re- 


dental appendages and sketched the methods adopted | semblance to the Neanderthal skull lay in these 


Ls | 


acromegalic qualities. 
Professor Sir Arthur Keith naturally wondered 


practical exposition of a subject to which the medi- | whether the pituitary gland could be concerned with 


the evolution of man. He now brings forward fresh 


| and even more convincing evidence in support of 


of the modern terms that have been introduced in | this contention that there is a strange similarity 


addition to the modern methods which have eman- | between the processes of growth which differenti- 


| ate the primitive man from the modern man and 


Pacific Ocean. If medical practitioners wish to de- | 


not only consider the principles underlying the dis- 
turbances of mastication, but they should also turn 
their attention to the evolutionary aspect of the 
human race and the causes of those changes which 
have lent to the modern man his external charac- 
ters and qualities. 


University. It will be within the recollection of 
the majority of our readers that in the year 1860 
Schaafhausen handed to Huxley a cast of the cele- 
brated Neanderthal skull. 
skull with extreme care and arrived at the con- 


clusion that it was a specimen of the most ape-like, 


humanity. Later Barnard Davis contradicted Hux- 
ley and produced as the justification of his criticism 
a modern skull carrying a remarkable resemblance 
to the Neanderthal type of skull. Professor Keith 
has taken upon himself the thankless task of being 
a self-elected arbiter between these two opinions. 


serve the reputation of being masters of the sciences | megalic from the normal man. 


of the human body, it is necessary that they should | four functions of the skull are profoundly affected. 


the processes of growth which distinguish the acro- 
In acromegaly the 


| The cranial capacity is increased, so that its con- 


| tents can expand without difficulty. 


AS a carrier 


| of the organs of special sense the acromegalie skull 
| differs from the normal in that the nose and par- 
| ticularly its skeletal basis are more massive. The 


It happens that Professor Sir | 


Arthur Keith has recently dealt with this subject in | The bones concerned with the origin of the tem- 


his Herter Lectures which he delivered before the | poral muscle are extended in a forward direction, 


alumni and the students of the Johns Hopkins | the supra-orbital ridges are heaped up and the 


Huxley studied this | 


masticatory apparatus is fundamentally altered. 


frontal air sinuses are enlarged. The zygomatic 
arch is strengthened and lowered, the ascending 
ramus of the mandible is elongated and often ex- 
panded and the alveolar margins are changed in 
shape and size. The fourth function of the skull, 


namely, that of serving as a complex mobile lever 


the most primitive and the most ancient type of | on which the muscles of the neck can act, is also 


| disturbed, 


Professor Sir Arthur Keith describes 


| this change aptly by the words: “The nuchal plat- 


' form has its area greatly enlarged.” 


It will be 


noted that the distribution of the bony and other 


| changes in acromegaly result from. an exaggerated 
| growth under what may be termed physiological 
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control. The pituitary gland controls function 
rather than structure and excessive growth takes 
place, not equally in all tissues, but in those struc- 
tures which are subjected to stimulation by use. 


lated more energetically and more effectually than 
by any other part of the body. 

There is no longer any doubt concerning the part 
played by the pituitary gland and its special hor- 


mones in the production of acromegaly. These hor- 


mones obviously control growth under the influence 
of physiological use. The growth is abnormal, dis- 
turbed; and consequently the result of this dis- 
ordered growth is detrimental to the victim. In 
the ape the same types of growth are seen, but the 
growth is entirely subservient to the uses of the 
animal. The large hands and feet, the immensely 
powerful limbs, the massive prognathic face and 
the broad nuchal platform are needed for the Vicis- 
situdes and dangers encompassing the lives of these 
wild creatures. 
of the primitive man, the same must have applied 
to them. Professor Sir Arthur Keith refers to the 
work of Schwalbe.and Ardloff in demonstrating 
that in prehistoric times there were separate species 
and separate genera of humanity, just as there are 
to-day special species and special genera of apes. 
The masticatory arrangements of the gorilla may 
be studied with interest and advantage in relation 
to the problem of mal-occlusion of the teeth in the 
human being of to-day. Similarly there is much to 
be learned from a comparison between the jaw 
formation and jaw function in the gorilla and in 
the chimpanzee. Professor Sir Arthur Keith teaches 
that the differences between the jaw and neck of the 
Neanderthal man and those of modern man corre- 
spond to the differences in these structures of the 
gorilla and the chimpanzee. He has been able to 
direct attention to many’ signs and facts of im- 
mense importance in regard to the evolutionary 
changes which have yielded to the various races of 
mankind to-day their peculiar characters. More has 
still to be discovered. The whole study is intimately 
governed by a fuller understanding of the manner 
in which the pituitary hormones govern normal 


| Federal income tax. 


From the anthropological studies | 
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| growth. These lines of investigation are more fruit. 
| ful than the empirical and often misleading observa. 


tions of the results of artificial introduction into 


| the human body of extracts of these powerful 
In acromegaly the whole body is involved. The | 
hands and the feet are affected first and most pro- | 
foundly. The hands and the feet are usually stimu- | 


glands. 


<i 
—- 





FEDERAL INCOME TAX RETURNS. 


In this issue we publish a special article, written 
by experts, on the correct methods of compiling the 
necessary returns of income for the purposes of the 
As the returns have to be 
made by medical practitioners in private practice 
on or before August 31, 1922, this clear and exhaus- 
tive statement should be of use to our readers. 
Medical practitioners who hold positions remuner. 
ated by salary, have to make their returns by July 
31, 1922. The need for guidance is felt by the 
majority of doctors in the Commonwealth. It is a 
frequent complaint of medical practitioners that 
deductions claimed have been disallowed. At times 
the deductions are passed in one year and ques- 
tioned in the next. The Commissioner or Deputy- 
Commissioner has no power either to sanction a 
deduction or to refuse a claim that is good, since 
these matters are fixed by statute or by regulation. 
Moreover, in those instances in which there appears 
to be some ambiguity in the law or in the regula- 
tions under the Federal Income Taw Assessment Act, 
the past decisions of the Commissioner have created 
a precedent which can only be varied by a decision 
of the court. 


We have recently received an inquiry concerning 
the validity of a deduction claimed in respect of 
The British Medical Jourzal and Tue Mepicau 


It will be noted from the 
information given to the Federal Committee by the 
Commissioner that the amount of subscription to 
medical journals may be deducted to an extent not 
exceeding ten pounds sterling in any one year. No 
subscription is paid by members of the British Medi- 
cal Association in Australia to either of the jour- 
nals named. These journals are supplied as part 
of the privileges of membership of the Association. 
Consequently, a claim made for the deduction of a 
definite portion of the subscription paid to the 


JOURNAL OF AUSTRALIA. 





JUL 


—_— 


Branc 
marke 
allows 
arise 
tion. 
ferred 
will | 
will p 
The 
by th 
been 
itself 
mem 
Medic 
tion | 
have 
ment: 
piling 
publi 
space 
infor 
plyin 
bers | 


Juny 22, 1922. 


THE MEDICAL JOURNAL OF AUSTRALIA. 99 





Branches of the British Medical Association as ear- 
marked for the two medical journals would not be 


allowed. 


tion. 
ferred to experts on these matters and the replies 


will permit. 


The question of the returns of income required 
by the State Income Tax Commissioners has not 


been overlooked. Hitherto no demand has made | 


itself felt of assistance in this regard. Should 
members of the several Branches of the British 
Medical Association desire guidance in the prepara- 
tion of these returns, an attempt will be made to 


have statements drawn up to meet their require- _ associated by valenecy. 


ments. It will be recognized that the task of com- | 
| all the experimental facts support the view that the 
| living cell or its equivalent structure is itself the 
| unit. Its manifestations of life depend on changes 
It should further be remembered that the | 1 . Ae Bie 
. . ’ . | In the colloidal state. 
information concerning the income tax returns ap- _ those found in the inanimate world, take part in. 
plying to one State would be of no interest to mem- | 
| usual methods of chemical dynamics. 
| the essence of what is peculiar to the cell as a 
_ chemical system lies not in the nature of the chemi- 
| cal processes, but in their arrangement and sequence. 


piling six distinct statements would be costly. Their 
publication would occupy a considerable amount of 
space. 


bers residing in the five other States. 
a 


* 


THE MECHANISM OF ANIMAL OXIDATION. 


acteristic chemical reaction observed in the living 


is . ivi i h b- . . : ° . . 
terete hype a Premed aye assay ier eteall evidence, which need not be given in detail, is con- 


stances liberated during the digestion and absorp- 
tion of the food-stuffs, together with a supply of 
oxygen. Within the tissues a reaction occurs be- 
tween these nutritive substances and this molecular 
oxygen, whereas no interaction takes place under 
similar conditions of temperature and pressure out- 
side the living organism. The study of the circum- 
stances under which are brought about these oxida- 
tions, yielding so much energy for the dynamic pro- 
cesses of animals and plants, is perhaps the chief 
problem of bio-chemistry. 


In his Herter Lectures,’ Professor F. Gowland 
Hopkins, I'.R.S., has considered certain aspects of 
the mechanism of oxidation within the cell. He 
points out that much intellectual ingenuity has been 
expended in propounding theories dealing with the 
activation of molecular oxygen and the influence of 
special catalysts. While he admits that some 
theories may have stimulated experiment, he attacks 
vigorously some views which have been widely pro- 
mulgated during the last half century and contends 
that these hypotheses inhibit productive thought 
and discourage experiment. He alludes to those con- 


a Bulletin of the Johns Hopkins Hospital, October, 1921. 


It may transpire that other points may | 
arise on which our readers desire further informa- _ to be oxidized are supposed to be built into the struc- 

4 ‘ : | ture of this unstable molecule. 
Letters addressed to the Editor will be re-  ognecially as a result of excitation, this molecule is 
| held to break down, sometimes almost explosively, 
will be published as promptly as circumstances - to furnish the energy of oxidation and to yield the 


_ these views are expressed in the inogen hypothesis 


| the biogen idea of Verworn. 
| those parts of a living cell which exhibit the 





ceptions which assume oxidation as taking place 


| in a particular kind of large chemical molecule 


within the cell. During the phase of construction 
or reconstruction both the oxygen and the materials 


At other times, and 
waste products of katabolism. Various forms of 


of Hermann, the side chain theory of Ehrlich and 
All these imply that 


attributes of life, are composed of molecules, each 
of which is to some extent a unit of living matter. 


| They transfer to the chemical unit the properties of 


living protoplasm. While such theories remain 


_ vague, they offer no aid to accurate explanation ; 
| when details are given they suppose qualities in the 


living molecule which do not belong to it if it is 
considered as a system of.atoms or atomic groups 


As an alternative Professor Hopkins affirms that 


undergone by diverse molecules present in the cell 
Such molecules, similar to 


chemical reactions which may be studied by the 
Accordingly 


In support of this contention Professor Hopkins 


| reviews the data, largely obtained by the admirable 


Iv is usually regarded that oxidation is the char- | Tesearches of the School of Physiology at Cam- 


bridge, which prove that oxygen is not “assimilated” 
before it exerts its functions within the cell. This 


cerned with the utilization of oxygen by muscle. 
No tissue makes more demand on the supply of 
oxygen than working muscle. It can be shown that 
the oxygen taken up by a muscle is used at the time 
to burn up substances set free during the muscular 
contraction. At no time is there any oxygen stored 
in complex molecules to provide oxidation energy 
during the decomposition of the molecules. The 
oxygen serves for the combustion of a certain pro- 
portion of the lactic acid produced from a carbo- 
hydrate, probably hexose phosphate, during muscu- 
lar activity. The intake of oxygen by the muscle is 
strictly proportional to the amount of lactic acid 
converted to water and carbon dixoide during the 
same period of time. 


Certain substances are capable of spontaneous 
oxidation when in contact with molecular oxygen 
at ordinary temperatures. When such oxidation oc- 
curs, it is usually observed that oxygen is taken 
up, not atom by atom, but as a molecule still partly 
intact, so that a substance of the peroxide type re- 
sults. Such a peroxide may act catalytically on 
substances not capable of autoxidation by mole- 
cular oxygen, constituting what is called oxygenase. 
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Such oxidations are associated with a reduction. 
The agent which brings about oxidation is itself 
reduced. Sometimes the reduction seems to be the 
essence of the phenomenon, as when hydrogen is 
transferred from one substance to another, the latter 
being thus reduced. The name, oxygen acceptor, is 
given to a substance that takes up oxygen from 
peroxides and the name, hydrogen acceptor, to the 
substance reduced by the addition of hydrogen. 


Recently Professor Gowland Hopkins has _ iso- 
lated from yeast, striated muscle and mammalian 
liver a dipeptide of cystein and glutamic acid, 
HS. CH,.CH.NH,.CO NH.CHCOOH.CH,.CH,. 
COOH. This dipeptide yields a colour test with 
sodium nitro-prusside. Since all tissues exhibit 
this colour reaction, the dipeptide is probably of 
wide spread distribution in living cells. This 
body is oxidizable at ordinary temperatures, 
2R.SH + O = RS S.R + H,O. This reaction 
‘an be reversed readily. If fresh tissues are placed 
in a dilute solution of the dipeptide in the disulphide 
form, in a few hours the dipeptide is reduced to the 
sulphhydryl form. 


Some observations show that these reactions both 
occur in living cells and that they play a real part 
in the dynamics of the cell. The hydrogen ion con- 
centration within the cell determines the direction 
of the reaction. In faintly acid solution, pH = 6.8, 
the dipeptide serves as a hydrogen acceptor taking 
up hydrogen from substances in the tissues capable 
of oxidation. In neutral solution, pH = 7.4, the 
dipeptide serves as an hydrogen “donator’ 
freely giving up hydrogen. Under these con- 
ditions ‘it accelerates the reduction of methy- 
lene blue by the tissues. Oxidation and reduction 
are thus strictly reversible changes in the tissues, 
——SH.HS—— =__? s——# 4 H,, Tt 
would thus appear that the activation and trans- 
port of hydrogen represent aspects of the chemical 
dynamics of the cell. 








DYSMENORRHGA AS AN INDUSTRIAL PROBLEM. 


MENSTRUATION is to some women an affair of no 
moment, something that they regard as little more 
than an inconvenience. The majority, however, are 
less fortunate and with them the menstrual period 
is a condition of more or less’ discomfort or it may 
be accompanied by pain of varying severity. It may 
be difficult to determine at what point the disagree- 
able accompaniments to menstruation cease to be 
physiological and enter the realm of the patho- 
logical. The susceptibility of women to pain and 
their ability to bear discomfort is so variable that 
obviously no hard-and-fast rule can be laid down. 
While dysmenorrhea may be held to be present 
when menstrual pain is so severe that it interferes 
with the occupation of the sufferer, this definition 
is not always a reliable one. It may be taken for 
granted that women who have to earn their living, 
will not usually give in before they are compelled 
and that few of the leisured class will forego their 
social pleasure without urgent cause. At the same 


JULY 22, 
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time, many women manage to “carry on” under 
great inconvenience and acute discomfort when 
much could be done to give’ them relief. The rate 
at which modern civilization compels people to live 
is different to what it was two or three generations 
ago. The commercial and industrial world has been 
invaded by women to a very large extent and the 
bearing of dysmenorrhea on commercial life and 
industry is a matter that is demanding considera. 
tion by the medical profession. 


The subject has recently been broached by Dr, 
Samuel R. Meaker.t| Dr. Meaker defines dysmenor. 
thea in this connexion as any catamenial disability 
which lessens the efficiency of an employee and 
points out that industrial crippling from dysmenor. 
rhea may occur in three ways. In the first place, 
a girl may do her work, but with lessened efficiency, 
She may begin her work, but be compelled to report 
during the day to the hospital or rest room. Thirdly, 
she may stay at home for a full day or longer. Dr, 
Meaker was unable to obtain statistics of those in 
his first group, but has gathered figures of the 
number of girls reporting to the rest room or hos- 
pital at four industrial establishments—a factory, 
two large stores and a telephone exchange. The 
figures extend over periods up to two years. Of 
7,876 girls in these establishments, slightly over 
10% sought relief during each month. In one estab- 
lishment at which 1,750 girls are employed, ninety- 
six reported three or more times during eleven 
months and it was estimated that in this establish- 
ment more than three-fifths of the members of the 
female staff had occasion during the year to seek 
advice on account of menstrual troubles. This was 
in an establishment at which the practice obtained 
of inquiring into the presence or absence of dys- 
menorrhea when an employee is engaged and of 
rejecting those who admitted regular incapacity. 
One-eleventh of the number of the girls reporting 
were sent home for the rest of the day. It was 
estimated that the industrial loss exceeded 1% of 
the total time of girl employees who stayed at 
home for the whole day. The treatment, as 
Dr. Meaker points out, is easily arranged in indus- 
trial establishments with a well-organized medical 
service. Pelvic examinations are seldom necessary, 
at any rate in the case of single girls; rest with 
hot drinks and suitable drugs are mainly used. 
Tact is very necessary on the part of the nurse in 
charge, as well as that of physician attached to 
the establishment. 


It must be remembered in all medical prophylaxis 
or treatment undertaken in connexion with any 
industry that the attitude of the employer is a most 
important factor. He must be made to realize that 
industrial medicine can lessen inefficiency and loss 
and make for contentment among employees. At 
the same time, any treatment for dysmenorrhea 
would have to be part of a scheme of general medi- 
cal attendance and supervision. Undue emphasis 
laid on such a subject might only encourage neu- 
rosis, where a healthy mental attitude is of supreme 
importance. 


1 The Journal of Industrial Hygiene, June, 1922. 
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Special Article. 
FEDERAL INCOME TAX. 


By H. L. Cunninenam, F.C.P.A., 
AND 


Rost. J. Stirre, A.C.P.A., 
Sydney. 


We understand that on occasions THe Mepicau 
JouRNAL OF AuSTRALTA has been approached by medi- 
cal men for advice on certain points concerning 
their income returns. 
the following article, which we believe will assist 


same to June 30, 1922. 

Many doctors have their books kept on a proper 
double entry system; to those there will be no great 
difficulty in preparing their returns; but to those 


N/, y o 7 | 
We have, therefore, written | used by a doctor who conducts a dispensary to 


the medical profession generally in preparing the | suppry: his: paleente srt mieeenene. 


} 
| 


(6) If he does not bank all moneys received, then 
the total amount of fees, etc., actually banked, to 
which must be added all fees not banked, e.g., those 


_ retained and used by him for expenses, either pri- 
| vate or professional. 


When the course described in (b) is being fol- 


_ lowed, we suggest that a book be kept, recording in 
| detail a list of the expenses so paid, as it is quite 


necessary accountancy knowledge required for the | 


preparation of the return, we specially direct our 


remarks. 
ForMS TO BE USED. 


A doctor practising his profession on his own | galeg to his patients. 


probable that part of them, if not the whole, would 
be in connexion with the profession and could be 
claimed as deductions from his income. 

Items No. 38 to No. 42.—These items will only he 


If such dispensary is entirely separate from 
the medical practice and separate charges have been 
made to patients for medicine as distinct from pro- 
fessional fees and complete records kept, the total 


who have not done so and are not well versed in the | ee ane 


of being included in Item No. 37. 
Ttems No. 89 to No. 42.—These are all self-explana- 
tory on the return and the amounts referring to 


_ each item should be filled in where a doctor keeps 


behalf will prepare a return of his income on a form | 
supplied by the Department described as “First | 


Form (A).” 


the partnership transactions on “First Form (A).” 

The net income shown on the partnership return 
is not taxable by the Department against the part- 
his share. Details as to the names, place of resi- 
partner is entitled and amount of each share must 
be given on Statement No. 5 of the return. 


the amount of his share as shown on Statement 
No. 5 of the partnership return, together with all 
his income received from other sources in Australia, 


a supply of medicines on hand for the purpose of 


It will be noted that the term “Stock and Ma- 
terials on hand” means stock of chemicals, etc., 


. or | and does not include furniture or surgical instru- 
When two or more doctors are practising in part- | 


nership, a return will be prepared for the whole of | 


ments. 
Item No. 43.—Bad Debts Recovered, etc.—This 


| item will only affect doctors as far as any bad debts 
| recovered are concerned, the total of which should 


nership, but each individual partner is taxable on _——. 


Only those items which have been actually written 


‘ ; , _ off as bad and claimed as a deduction from income in 
dence, proportionate share of income to Which each | 


previous years and which have been recovered during 
the year ended June 30, 1922, should be shown here. 


. ape Sow ; | Care should be taken by doctors who do not keep a 
Each individual partner will then prepare a re- | : 
turn on form marked “First Form (B),” showing | 


complete set of books, to see that such items are 
not also included in the gross income under Item 


| No. 87; otherwise double taxation will result. 


except interest on Commonwealth 44% War Loans | 


and State Government Loans. 


“First Form (A).” 


This. form is divided into four parts, Part “A,” 
Part “B,” Part “C” and Part “D.” 


Preparation of Return. 

We shall first deal with Part “C,” as this part 
will be used by doctors practising individually or 
as a partnership as far as their professional trans- 
actions are concerned. 


come from the doctor’s profession, by way of fees, | 


lodge dues and medicine supplied will be shown 
opposite this item. 


Tf he has kept a proper record of all fees earned | 


during the twelve months, he will readily arrive at 
the figure. If such is not the case, we can only 
suggest either of the following: 

(a) If he is in the habit of banking all fees, etc., 
received, his gross income will be stated as. the total 
amount of fees banked during the year, as shown in 
his pass book. 


Item No. 44.—This item will not apply to a doc- 
tor, as all income will be shown under Item No. 37. 
Item No. 45.—Rent.—Where a doctor pays rent 


| for the premises in which he is carrying on his prac- 
| tice and any part of such rented premises is used 


as a residence, the whole amount paid as rent is 


| deductible under Item No. 58, but an amount equal 
| to two-thirds of the total rent paid should be shown 
| opposite this item (No. 45) as income. This course 
| is equivalent to deducting only one-third of the rent 
| paid and not including any part of the rent as in- 


| come. 


(A Departmental Regulation provides that 


| if the proportion of rent included as income is con- 


| 


| 


Item No. 37.—Income.—The amount of gross in- | sidered too high, the amount considered to be a fair 


proportion should be stated and the grounds on 
which this amount is estimated should be given.) 
Deductions. 

The following items of expenditure may be 
claimed as a deduction from the gross income, but 
it is necessary in certain instances that schedules 
giving the necessary details of certain expenses must 
accompany the return, otherwise the Department 
may disallow the same, either wholly or in part. 
The amount actually paid away during the year 
ended June 30, 1922, should be shown to the near- 
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est pound sterling (e.g., £20 9s. would be shown as 
£20, while £20 11s. would be entered as £21) oppo- 
site the respective items in column headed “De- 
ductions.” 

Item No. 56.—Salaries and Wages.—The amount 
of salaries and wages actually paid to any person 
in the doctor’s employ, who is engaged in work 
necessary for the production of his income, e.g.: 

(a) Assistant (on a salary). 

(b) Nurse. 

(c) Locum tenens. 

(d@) Charwoman for cleaning consulting rooms. 
(If rooms are cleaned by a general servant, 
portion of her wages can be claimed as a 
deduction under this head.) 

(f) Chauffeur. 

(g) Groom. 

If any salary or wages are paid to any one person 
at a rate exceeding £100 per annum, a list thereof 
must be supplied on Statement No. 4 of the return 
giving the details set out therein. 

Item No. 57.—Food for Employees.—The actual 


amount expended in feeding employees may be de- | 


ducted or if exact information is not available, an 


amount at the rate of £1 per week for each employee | 


supplied with food. 


Item No. 58.—Rent.—The amount of rent paid for | 


consulting rooms, or if a doctor is practising at his 
place of residence rented by him, then the total 


amount of rent paid for such residence, should be | 


shown here. It will, therefore, be noted that a doc- 
tor renting a residence and using a portion of it 
for consulting rooms is allowed one-third as a de- 
duction, this third being arrived at by entering the 
total amount of rent paid for the residence under 
Item No. 58 and by entering two-thirds of it under 
Item No. 45. 

Should a doctor be practising and living in his 


own property, he must return a proportionate | 


amount of its value as income, to which we will 
refer more fully later under the heading of “TIn- 
come from Property.” 

Item No. 59.—Rates and Taxes.—Should a doctor 
be renting or leasing property which he is using as 
a residence and consulting rooms combined and the 


lease provides for the payment by the tenant or | 


lessee of municipal and water rates, one-third of 


such rates (not including excess meter rate) actually | 


paid during the year can be claimed-as a deduction 
under this item and the remaining two-thirds in 
Part “B” from property income. If there is no 


income from property, the whole amount:is deduct- | 


ible in Item No. 59. If the premises are wholly 
used as consulting rooms only, the whole of such 
rates can be claimed. State income tax paid during 
the year on income from personal exertion is also a 
deduction under this heading. 

It will be necessary to furnish a detailed list of 
the above rates and taxes with the return. 

Item No. 60.—Insurance.—Any fire or burglary 
insurance premiums paid by a doctor for the in- 
surance on any property used in conducting his 
practice, such as consulting, office and waiting room, 
furniture, surgical instruments and plant, motor- 
car, horses, vehicles, together with workmen’s com- 
pensation premiums, are deductible, 





| 


| 














| Item No. 61.—Interest—The actual amount of 
| interest paid on money borrowed for the purpose of 
| acquiring or carrying on a practice may be claimed 

as a deduction under this heading. Details as to 
_ whom the interest was paid, must be supplied. 
_ Interest paid on a mortgage of land and residence 
| being purchased on terms will be dealt with later 
under the heading “Income from Property” and 
| must not be shown under this heading. 

Item No. 62.—Depreciation.—A deduction may be 

claimed under this heading for the wear and tear 
| of property (other than land and buildings) used 
| for the purpose of carrying on the practice, as 
| follows: 

(a) Doctors’ instruments. All replacements of 
these are deductible, but no depreciation 
on them may be claimed. : 

(b) 5% of cost of electro-cardiograph. 

(c) 23% of cost of furniture and fittings (con. 
sulting rooms). 

(d) 74% of cost of furniture and fittings (hos. 
pitals). 

(e) 20% of cost of carpets. 

(f) 10% of cost of ophthalmic 
machinery. 

(g) 10% of cost of motor-car, motor-bicycle or 
ordinary bicycle. 

(h) 74% of cost of Réntgen ray (X-ray) appa- 
ratus. 

(i) 10% of cost of type-writer. 

(j) 74% of cost of high frequency current plant. 

(k) 10% of cost of buggies and sulkies. 

(1) 10% of cost of horse. 

(m) 20% of cost of horse-rugs. 

(n) 10% of cost of harness. 

_ It will be noted that depreciation can only be 
| claimed as a deduction at the above rate, calculated 
| on the diminishing value of the assets as at June 30 


surgeon’s 


| of the previous year, i.e., the cost price of the asset, 
| less the above percentages of depreciation deducted 
| for each year of use in the business. For example, 
| on a motor-car costing £400, the first deduction 

would be 10% of £400 — £40; the second deduction 

would be 10% of £360 and so on. No depreciation 
| is allowed on any of the above purchased during the 
year on which the income return is based. 

For the year ended June 30, 1922, a detailed list 
| of such diminished values at June 30, 1921, the per- 
| centage and amount claimed as depreciation of 
| each asset, must accompany the return. 

Item No. 63.—Repairs.—All repairs (which would 

| not come under the heading of “Alterations, Addi- 
tions or Improvements”) effected by the practi- 

| tioner at his own cost to any assets employed in 

| carrying on the practice, including repairs to that 
part of rented premises used as consulting rooms, 
may be claimed here as a deduction. A list show- 
ing the nature and cost of all repairs must be given 

| with the return. 

Item No. 64.—Bad Debts. 


| If, as mentioned pre- 
| viously, all fees earned have been returned as income, 
_ irrespective of whether they have been collected or 
_ not, and any of such fees still remain uncollected 
_ and are irrecoverable and written off as bad debts, 
| such amount may be shown here and will be allowed 
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at of as a deduction, provided a list giving the following | incurred in the production of professional income, 
Be of particulars accompanies the return: may be shown under this head. A detailed list of 


1imed 


(a) Name of patient. 

(b) Date when incurred (any debt incurred 
prior to July 1, 1914, is not deductable). 
Date when written off. 

Amount written off. 

-) The proof that the debt is bad. 
The nature of the transaction, e.g., patient’s 
fees, investment losses, etc.. 
The year in which the amount of the bad 
debt was included as income in the income 
tax returns. 

If the practitioner has included as income only 
the actual fees paid to him, he is not entitled to any 
deduction for bad debts. 

It should be noted that if a taxpayer makes a 
claim for the deduction of bad debts (which have 
not been proved to be bad), he renders himself liable 
to the penalties prescribed by Section 59 of the 
Income Tax Assessment Act and it is immaterial 
whether the debt has been written off or not. 

Item No. 65.—KEachange, Commission and Dis- 
count.—This heading will hardly be affected by any 
transactions of a doctor, except in so far as any ex- 
change paid on country cheques is concerned. The 
exchange actually paid should be stated here. 

Item No. 66.—Travelling Expenses.—Only travel- 
ling expenses incurred in connexion with the prac- 
tice in the production of income will be allowed as 
a deduction, ¢.g.: 

(a) Motor-Car Expenses: Cost of running, ben- 
zine, oil, tyres, garaging, etc.. (Repairs 


will be shown under separate heading, Item | 





the expenses must accompany the return, ¢.g.: 
(a) Cost of bandages (where no dispensary is 
kept). 
(b) Cost of chemicals (where no dispensary is 
kept). 
(c) Accountancy fees, etc., ete.. 
(d) Subscriptions to medical journals. 

We notice in the issue of THe Mepicat JourNAL 
or AustraLia of March 4, 1922, that the Federal 
Committee has received correspondence from the 
Federal Commissioner of Taxation dealing with the 
cost of medical journals and that the Commissioner 
had decided to allow claims up to a maximum of £10 
per arnum in this connexion as a deduction from 
income, but the amount expended in each case 
should be stated by the taxpayer. 

In the above remarks we have referred to each 
item only as it applies directly to the transactions 
of a medical practitioner in carrying on his pro- 
fessional practice. With regard to the remaining 
items, No. 72 and No. 76, although they may not 
necessarily affect the return in so far as professional 
transactions are concerned, it should be specially 
noted that the following deductions can be claimed: 

Ttem No. 72.—Calls on Shares.—The total amount 
of calls paid in the year covered by the return to 
Australian mining companies and syndicates, also 
5% of calls paid to other Australian companies. 
A list must be attached to the return. Allotment 
and application moneys paid in respect of shares 
in companies are not calls and no part of them 
is deductible. 





No. 63.) | Item No. 73.—Life Assurance Premiums.—Pre- 
iy be (vb) Buggy and Sulky Expenses: Horse feed, | miums paid by a doctor in Australia on the insur- 
lated shoeing, ete... (Harness and vehicle repairs | ance of his own life or that of his wife or children 
ne 30 will be shown under separate heading, Item | are _deductible. The maximum amount allowed 
sset, No. 63.) is £50. 
icted Railway, tram, boat, taxi-cab and cab fares Item No. 74.—Deductions for Children.—The sum 
ple, or the cost of hiring any vehicle for convey- of £30 for each child under sixteen years of age at 
ction ance to and returning from a professional | July 1, 1921, wholly maintained by the person mak- 
ction visit. | ing the return, or a proportionate amount in respect 
ution Item No. 67.—Contribution to Provident Fund.— | Of a child born between July 1, 1921, and June 
x the Any contributions paid by a doctor to an employee’s | 30, Re ——* i -s 

benefit or provident fund may be claimed as a de- | | I or be! e + Ne 6 hike on pra must be 
| list JB duction here; a detailed list must be supplied. Ee Oe ee eet 
per- Item No. 68.—Gifts.—The wording on the return | Items No. 75 and No. 76.—These items will hardly 
n of is self-explanatory. It will be noted that either — apply to any of the transactions of a doctor, but 
receipts or cheque butts in support of the claim should either of them do so in any rare instance, the 
ould MH must be submitted to the Department, otherwise | WTding on the return is self-explanatory. 
\ddi- J% the deduction will not be allowed. pet Pic: ae on ain ‘setotaa now be added up, 
acti- [tem No. 69—Stamps, Stationery and Tele- | Iteme No eS to No. 76 ahied together will repre- 
d in gams.—The cost of all stamps, stationery, tele- | cant the “total déluctions’? Sova income. 
that JB grams or printed matter used in connexion with a ‘By deducting the total deductions from the total 
coat ae a aa thi he allowed as a deduction | income the net taxable income from a doctor's 
; under this heading. : Sie Se dite 
. . : : profession is arrived at. 
sili Item No.. 70.—Gas, Electric Light and Tele- We will now turn to Part “A” of the return. This 
phone.—A proportion of the cost of gas or electricity part is used only in connexion with any income re- 
pre: §& or other means of lighting as would refer to that | ceived by a doctor other than that from his pro- 
ro used in connexion with a doctor’s practice may be fession or: 
Ae Claimed under this head, together with the amount (a) By a doctor who is working on a salary for 
‘bts paid for telephone during the year. another doctor or for any other person or company 
bts, , 


Item No. 71.—Other Business Eapenses—Any | and 


wet other expenses, not elsewhere included, necessarily | (b) By a doctor who is working in partnership 
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with another doctor, as already mentioned under 
the heading of “Forms to be Used.” 
For (a) and (b) “First Form (B)” should be used. 


income from Personal Exertion. 


When a doctor is working on a salary, he will 
show the total amount of salary actually received 
during the year opposite Item No. 1, the value of 
quarters, board and travelling allowances (if any) 
opposite Item No. 2 and the rental value of premises 
provided by the employer and used for the purpose 
of residence (if any) opposite Item No.3. 

Item No. 4 will be used by any individual partner 
in a partnership to show the total amount of his 
share as stated, in Statement No. 5 of the “Part- 
nership Return.” 

Opposite Item No. 5 will be shown any income re- 
ceived as a beneficiary under a will, etc., if the trust 
income is from personal exertion ; if the trust income 
is from property it will be shown under Item No. 
20, Part “B.” 

Items No. 6 to No. 9 are hardly likely to affect 
any doctors, but are all self-explanatory. 


Deductions. 


Opposite Item No. 10 will be shown the amount 
of interest (if any) paid by a-doctor (not by the 
partnership) on money borrowed by him to acquire 
an interest in a partnership practice; full details of 
such interest should be given. 

The deductions under. Items No. 11 to No. 14 will 
only be shown on this part of the return if they are 
applicable to any of the transactions of a doctor 
working on a salary or in partnership. A doctor 
practising his profession in his own interest will 
claim such deductions (if any) under similar head- 
ings in Part “C.” 

Item No. 15.—State Income Tax.—The amount 
paid for State income tax on personal exertion in- 
come is to be shown opposite this item by doctors 
working on a salary or in partnership. 

Finally, we will deal briefly with “Income from 
Property,” Part “B” of the return. 

Income from Property. 

Item No. 16.—Rent Received.—The total gross 
rents received by a doctor from any property owned 
by him will be shown opposite this item. A detailed 
list of the tenants and amount received from each 
should be attached to the return. 

Item No. 17.—Share im Partnership.—This head- 
ing will not generally be used by a doctor, as any 
income received as a partner in a medical practice 
is classed as income from personal exertion and 
will be stated under Item No. 4, Part “A,” referred 
to above. The item would only be used in the case 
of a share in the investments of a partnership. 

Item No. 18—Dividends and Interests.—The 
totals of all dividends received from any company 
and interest received from any individual invest- 
ments should be shown under this heading, with the 
exception of interest from : 

(a) Bonds, stocks or debentures issued by a 
State Government or a State savings bank 
and 

(b) Commonwealth 43% War Loans, 

which are not taxable. 
Full details of the dividends and interest received 





must be supplied in Statements No. 8 and No. 9 
respectively. 

Item No. 19.—Annuities, etc—Any annuities re. 
ceived will be shown under this heading. 

Item No. 20.—Income Under a Will.—Where in- 
come received as a beneficiary under a will or other 
trust instrument is income from property, such 
amount received will be shown here. 

It should be noted that a legacy or bequest from 
a deceased person’s estate is not taxable as income, 

Item No. 21—Capital Value of Own Residential 
Property—If a doctor is using his own land and 
house for residential and consulting rooms com- 
bined, he must ascertain the capital value of the 
portion used as a residence and must return oppo- 
site this item as income 5% of such capital value. 
For example, the value of the property is, say, 
£2,400. If he is satisfied that he uses one-third of 
his property for professional purposes, he will show 
the value of his residence as £1,600 and will, there- 
fore, enter opposite this item as income 5% of this 
amount, viz., £80. 

Item No. 22.—This item will hardly apply to the 
transactions of a doctor, except perhaps where a 
profit has been made on the assignment of an un- 
expired lease of a suite of consulting rooms. 


Deductions. 


Items No. 23 to No. 26 will be used by a doctor 
working on a salary or one working in a partner. 
ship. A doctor practising on his own account will 
claim such deductions under similar headings in 
Part “C,” unless his income from property ex- 
ceeds his income from personal exertion, in which 
case Items No. 23 to No. 26 will be used instead of 
Part “C.” 

Item No. 27.—Rates and Tawes.—All rates and 
taxes paid are deductible. Those not claimed in 
Part “C” should be shown here. 

Item No. 28.—State Income Tax.—The portion of 
the amount of State income tax paid in regard to 
tax on income from property will be shown here. 

Items No. 29 to No. 34 are all self-explanatory 
and refer to repairs, insurance, interest, commis- 
sion and rent paid on property from which income 
is received and that owned by the taxpayer and used 
as a residence. . Such amounts paid will be allowed 
as a deduction, but details of the same must be 
supplied. 

Item No. 35.—Calls on Shares.—This item is for 
a similar transaction as Item No. 72 of Part “C” 
previously referred to, but will be used in this part 
only by doctors practising in partnership or work- 
ing on a salary. 

Item No. 86.—Should there be any other class of 
expenditure, not elsewhere included, incurred in the 
production of income from property, such as ac- 
countancy fees, bank charges, etc., they may be 
claimed under this heading as a deduction. A de 
tailed list must accompany the return. 

Part “D.”—Should income be earned in pastoral 
and agricultural industries, such as farming, graz- 
ing, dairying, vine growing or fruit growing, it 
should be returned in Part “D” of the return, “First 
Form (A).” 
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EXprNsrs Not ALLOwep as DEDUCTIONS. 


The following expenses are not in any circum- 
stances allowed as deductions: 


(a) Additions or alterations to trade or other 
jncome-earning premises. 

(b) Additions to plant and machinery (except in 
mining businesses under certain conditions). 

(c) Any domestic expenditure or the cost of living 
of members of taxpayer’s family who are not exclu- 
sively engaged in the business or who are engaged 
in domestic duties. 

(d) Cost of sewerage connexions. 

(e) Cost of travelling between the taxpayer’s pri- 
vate residence and place of business. 

(f) Depreciation of buildings, leaseholds or land 
and improvements (except of covenanted improve- 
ments on leasehold land in which improvements the 
lessee has no tenant rights) or any depreciation of 
akind that may be made good by repairs. 

(g) Depreciation of goodwill. 

(hk) Doubtful debts. 

(i) Expenditure incurred to protect income. 

(j) Federal income tax. 

(k) Insurance (fire or burglary) on household 
furniture or personal effects. 

(1) Interest not actually paid in year ended June 
30, 1922. 

(m) Interest paid on money which is not used to 
produce income. 

(n) Losses by fire, accident, robbery or embezzle- 
ment. 

(0) Losses incurred in any previous year. 

(p) Losses not connected with or arising out of 
the taxpayer’s trade or business. 

(q) Purchase money paid, except for trading 
stock. 

(r) Payments from husband to wife or from wife 
to husband, unless the Commissioner is satisfied that 
the payments have been made bona fide in the course 
of business and for services rendered. 

(s) Premiums on insurances effected outside Aus- 
tralia. 

(t) Rent of private residence. 

(wu) Rent of trade premises not actually paid in 
year ended June 30, 1922. 

(v) Repayment of moneys borrowed, including 
amounts of principal included in annual payments 
on loans. 

(w) Wages not actually paid. 

(2) Wages to persons not employed in the trade 
or business. 

DeratLteD Lists oF DEDUCTIONS CLAIMED. g 

Wherever deductions are claimed on account of 
any item in respect of which the form calls for a 
detailed list, such list must be attached to the re- 
turn. Compliance with this direction will save 
much correspondence and irritation to medical 
practitioners. 

Separate lists are required of: 

1. Charitable contributions. Verification thereof, 
such as receipt, cheque butts, etc., must also be 
attached. 

2. Calls in companies. 

3. Fire and burglary insurance premiums (see 
Item No. 60, page 102). 





4, Children (to be shown in Statement No. 6 of 
return). 

5. Rates and taxes. 

6. Repairs. 

7. Depreciations (items, values and rates of de- 
preciation). 

8. Bad debts (written off); dates incurred and 
amounts. “Date incurred” means: 

(a) In the case of a single transaction, the date 
of the last payment on account or, if there 
is no payment, the date of the transaction. 

(b) Where the balance due is the result of a 
series of transactions, as in (a), but may 
be extended to the date of the last purchase 
subsequent to the last payment on account. 

(c) Where the Commissioner is satisfied that 
by some catastrophe a debt previously good 
has been made bad since the date of the 
catastrophe. 

(d) In the case of dishonoured bills, the date 
when dishonoured. 

9. Contributions to benefit funds. 

10. Wages paid to employees. This list must be 
compiled in accordance with the heading set out in 
Statement No. 4 of the form of return and in par- 
ticular must show wherever possible whether each 
employee is married or single. 

11. Other business expenses. 


A copy of the return, as well as all books, ac- 
counts,. memoranda and all data from which the 
return is made up, should be preserved for future 
reference in the event of further information being 
required by the Commissioner or the Deputy Com- 
missioner. The Department will only supply tax- 
payers with a copy of their returns upon payment 
of the prescribed fee. (The minimum fee is 2s. 6d. 
for each return. ) 

Returns for income derived wholly or partly from 
business and professions must be lodged on or before 
August 31, 1922. Returns for all other incomes 
must be lodged on or before July 31, 1922. 


GENERAL. 


In conclusion, we might state that in the above 
remarks we have confined ourselves mainly to the 
general transactions of a medical practitioner in 
the ordinary course of his profession, supplemented 
by a few brief remarks regarding income from any 
investments in property, etc.. 

We have not gone into any of the fine points that 
may arise in rare instances where extraneous trans- 
actions have oceurred (in which case a special in- 
quiry at the Federal Department of Taxation regard- 
ing the same should be made). Apart from these, 
we believe that if a medical practitioner will follow 
out carefully all the above directions, he will avail 


“himself of the full deductions from his income as 


allowed by the Federal Income Taw Act. 

We have endeavoured to be as concise and explicit 
as possible and trust that the above, when read in 
conjunction with the return itself, will prove of 
some assistance to the medical practitioners in Aus- 
tralia in preparing their Federal income tax returns 
for the year ended June 30, 1922. 
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Gbstracts from Current 
Wedical Literature. 


SURGERY. 


Inguinal Herniz. 

R. Hamitton Russett (The British 
Journal of Surgery, April, 1922) 
writes of “Inguinal Hernie: Their 
Varieties, Mode of Origin and Classi- 
fication.” First he deals with oblique 
inguinal hernia, pointing out that all 
varieties of such hernie are due to 
developmental abnormalities of the 
scrotal peritoneum or processus vagi- 
nalis. The processus is composed of 
two parts, one in relation to the sper- 
matic cord, named the “funicular” por- 
tion, and the other around the testis, 
called the “testicular” part. At about 
the time of birth in normal children 
the funicular part becomes obliterated 
from the immediate neighbourhood of 
the testis to the abdominal peritoneum. 
Partial or complete failure of the 
funicular process to close produces 
the different varieties of oblique in- 
guinal hernia. In group “A” of Rus- 
sell’s classification of oblique hernia 
there are two subvarieties. In one 
there is total failure of closure and 
the hernia is free to pass to the tes- 
ticular portion (total funicular her- 
nia). In the other the communication 
between funicular and testicular parts 
is closed, but the funicular portion 
persists and the hernia can pass down 
the open tube, but not into the tes- 
ticular part (partial funicular hernia). 
In group “B” the characteristic fea- 
ture is an accidental adhesion of the 
funicular process to the developing ab- 
dominal wall. This may result in pre- 
venting the proper descent of the tes- 
ticle or in the drawing out of a diverti- 
culum of peritoneum from the funicu- 
lar process. Such diverticulum, being 
attached to the abdominal wall, may 
accommodate a hernia which is inter- 
stitial or interparietal in type and 
this will be properitoneal, intermus- 
cular or superficial inguinal according 
to the relation of the diverticulum to 
the abdominal muscular layers. If the 
portion of peritoneum which adheres 
to the abdominal wall belongs to the 
testicular part of the processus vagi- 
nalis a hernia of the variety described 
under group “C” is formed. The 
descent of the testicle is not prevented, 
but the anchored part of the testicular 
peritoneum draws the latter out into 
a long process parallel to and in 
front of the funicular process. If in 
such a case the funicular process closes 
completely at birth, the patient is left 
with a very much elongated tunica 
vaginalis, which may later form a 
large hydrocele. If there is total 
failure of closure a hernia developing 
later will have an enormous sac for 
its reception—hernia magna. It is the 
partial closure that produces the most 
interesting type of hernia. This will 
be a moderate oblique inguinal hernia, 
but the surgeon when operating will 
open first into that part of the tes- 
ticular peritoneum which has been 
drawn out by its adhesion to the ab- 
dominal wall, he will find the testicle 
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in the bottom of this compartment, 
but it will not be in the hernial sac. 
To open this will need an incision 
through the posterior wall of the 
tunica vaginalis, where he will find 
the sac in relation to the cord. It can 
be seen that such a hernia may bulge 
into the posterior wall of the tunica 
vaginalis. This is the hernia called 
encysted or infantile. Lockwood’s 
view was that the processus vaginalis 
was obliterated high up near the canal, 
but remained patent below this and 
the hernial sac was an abnormal and 
separate protrusion pulled down by 
over-action of the gubernaculum testis. 


Hypertrophy of the Breast. 


Linwoop D. Keysrer (Surgery, Gyne- | 


cology and Obstetrics, Decembér, 


1921) discusses the development and | 
the physiology of the breast in con- | 
nexion with massive hypertrophy of | 
He summarizes the evi- | 
dence by stating that the mammary | 
gland is controlled by endocrine forces | 
of which the ovaries and corpora lutea | 
He considers that | 
no evidence has been adduced that | 
the uterus, decidua, foetus or placenta 

has any direct bearing on the func- | 
The hypertrophy | 
may reach an enormous size; one pa- | 
tient is said to have had breasts which | 


this gland. 


supply the chief. 


tions of the breast. 


weighed eighteen and twenty-seven 
kilograms. 
virgins or married women, but the 


age of the majority of the patients is | 


between sixteen and twenty years. 


Race and climate have no influence 


and heredity very little. The condition 
may be unilateral. 


secretory activity, for a very large 
breast may have no secretion. 
may be present, apart from the discom- 


fort due to the mass of the breast. | 


In some cases menstruation seems to 
act as the stimulus to growth of the 
breast. 


do so at each successive period. Some 


authors have noticed sex anomalies | 
and pathological conditions of the | 


reproductive organs in association 
with the hypertrophy. The classifica- 


tion usually adopted suggests the time | 


of life at which the condition appears, 


such as infantile hypertrophy, diffuse | 
virginal hypertrophy, gravidity hyper- | 
trophy, hypertrophy in parous women | 
not associated with pregnancy. Ac- | 
cording to the pathological anatomy | 


of the disease, 
groups: (i.) 
trophy with occasional fibro-adenoma, 
(ii.) adipose hypertrophy, which is 
much rarer. The etiology is obscure. 
Trauma has no relation to the disease. 
Though the hypertrophy may begin 
about puberty, it occurs at other pe- 
riods of life so frequently that age is 
not an essential factor. The histologi- 
cal picture does not resemble a neo- 
plasm. The author makes the vague 
suggestion of dysrrasia of the endo- 
crine system in aa endeavour to ex- 
plain the etiology. The diagnosis is 
usually easy. The diffuse nature of 
the process, the involyement of both 
breasts, the absence of any sign of tu- 


it occurs in main 


mour growth, the abnormal size of the | 


The disease may occur in | 


There is no rela- | 
tion betwen the increase in size and | 


Pain | 


The breast may enlarge at | 
the first menstruation and continue to | 


fibro-epithelial hyper- | 





breasts, all point to diffuse hyper. 
trophy. The treatment is unsatisfac. 
tory; the condition rarely regresses 
spontaneously. Drugs, such as iodides, 
local applications and pressure have 
no effect. Organo-therapy is useless, 
In the end amputation of the breasts 
has to be performed. 


Gas Cysts of the Intestine. 


Jacop Louis BuBis AND CARL Emm 
SwanBecH (The Annals of Surgery, 
May, 1922) discuss gas cysts of the in- 
testine. The xtiology is obscure. One 
theory states that the condition re- 
sults from putrefaction of certain cells, 
another that this gas is liberated from 
the tissue lymphatics. Neither has 
any convincing evidence in support of 
it, nor is there much to support the 
theory of bacterial origin or new 
growth. The writers favour the me- 
chanical theory. Through some break 
in the surface of the mucosa, possibly 
so minute as to be overlooked, gas en- 
ters the tissues .of the intestinal wall 
and spreads widely. It corresponds to 
surgical emphysema in other regions 
of the body. In their own case an 
uleer was present at the base of the 
appendix and gas cysts were present 
in the caecum and ascending colon. 
The gas consists of carbon dioxide, 
oxygen, hydrogen and nitrogen. It 
may be inflammable. The cysts vary 
from a pin-point to the size of a fist. 
They are distributed through all the 
coats of the bowel, but especially 
through the mucous and submucous 
layers. The symptoms are obscure. 
In some a doughy, resonant tumour is 
present. The cysts have been known 
to disappear after a laparotomy. The 
authors resected the affected bowel in 
their case. If the infiltration of the 
bowel wall tends to cause obstruction, 
short circuiting or resection is de- 
manded. 


Hernia of the Bladder. 


JAMES NoRMENT BAKER (The Annals 
of Surgery, May, 1922) describes a 
case of hernia of the bladder. While 
operating for the relief of a strangu- 
lated inguinal hernia in a man, aged 
seventy-three, he opened the bladder. 
A pouch was found projecting from 
the bladder into the medial side of the 
hernial sac. Apart from the presence 
of such a pouch, the bladder in large 
inguinal hernie is very close to the 
medial aspect of a hernial sac and 
can be included in the ligature put 
round the sac if the ligature is placed 
very high up. Hernia of the bladder 
appears usually after middle life. 
According to the relation of the blad- 
der to the hernial sac, the condition 
may be described as extraperitoneal, 
paraperitoneal or intraperitoneal. The 
last is a true hernia of the bladder and 
is the rarest type. In the first two 
types the bladder is imbedded in the 
medial aspect of the sac and it is very 
difficult to dissect the peritoneum from 
its surface without opening the viscus. 
Hence any fatty tissue in this part of 
the sac should be scrutinized with. care 
before being included in the ligature 
put round the neck of the sac. Mode- 
rate or large bladder hernie usually 
give vesical symptoms. 
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GYN4ICOLOGY AND OBSTETRICS. 


Intravenous Injections of Glucose in 
Toxzemia of Pregnancy. 


Pau. Tirrus AnD M. H. Givens (The 
Journal of the American Medical As--: 
sociation, January 14, 1922), after re- 
ferring to their previous work, in 
which they advocated the use of glu- 
cose by intravenous injection for pa- 
tients suffering from serious toxemia 
at any time during pregnancy, detail 
the results of further investigations 
along the same lines. According to 
these authors, the usefulness of glu- 
cose and other carbo-hydrates, whether 
administered by vein, mouth or bowel, 
seems to be based on the fact that in 
toxemia of pregnancy there is a carbo- 
hydrate deficiency in the maternal 
organism. This deficiency is due to 
an unusual demand for carbo-hydrates 
on the part of the growing fetus, fre- 
quently augmented and aggravated by 
a diminished carbo-hydrate intake re- 
sulting from an improperly balanced 
diet. The reserve store of glycogen 
in the liver is drawn on in the pres- 
ence of this carbo-hydrate deficiency 
and the organ is thus depleted of gly- 
cogen. Pathological changes in its 
cells result from this depletion and 
its detoxicating and other normal 
functions are promptly impaired 
thereby. Disturbances in kidney func- 
tion are probably secondary to the 
hepatic changes. Successful results 
have been obtained by the authors 
from the use of carbo-hydrates in the 
treatment of vomiting of pregnancy 
among sixy-eight patients, in addition 
to the series of seventy-six previously 
reported. Therapeutic abortion was 
performed twice and of these two pa- 


tients, one woman died of acute yellow | 


atrophy of the liver. They claim im- 


mediate clinical improvement in indi- | 


vidual patients, as well as a general 
lowering of the mortality rate in 
eclampsia. They claim also favour- 
able results in chorea gravidarum, pre- 
eclamptic toxemia and fulminating 
toxemia with ablatio placente. The 
usual necropsy findings in the liver of 
patients dying from any toxemia of 
pregnancy are distinctly altered if the 
patient is given an intravenous injec- 
tion of glucose solution before death. 
Thus portions of the liver lobules 
which are ordinarily necrotic, are 
thereby restored to a great degree 
and in most instances a diagnosis of 
eclampsia or pernicious vomiting of 
pregnancy, as the case might be, 
could not be made from an examina- 
tion of the liver sections alone. The 
regeneration of the liver ceils after 
injection of glucose, which can be 
demonstrated pathologically in the 
fatal cases, at least partially restores 
the normal functions of the liver, 
especially in regard to its powers 
of detoxication. Clinical improve- 
ment is usually noticeable within 
a short time after the injection. 
From 50 to 75 grammes of chemi- 
cally pure glucose dissolved in 
from 250 to 500 cubic centimetres of 
distilled water may be injected slowly 
without danger of unfavourable reac- 
tion on the part of the patient. The 
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solution should be filtered and steri- 
lized by boiling water, after which it 
should remain almost colourless. 
Single doses, repeated as required, are 
preferable to a continuous flow of solu- 
tion into the vein. It is thought by 
the authors that the rate of absorption 
and storage of the injected sugar is 
an index of the condition of the liver. 
Glycemia curves plotted from blood 
sugar determinations at stated inter- 
vals after injection of glucose show 
that the sugar is absorbed and stored 
by some patients more rapidly than in 
the normal controls, whereas in others 
the storage is slower than’ normal. 


| While other organs may possibly 


be involved, the condition of the liver 
must be considered as of the greatest 
importance and _= significance. In 
basing a prognosis on the blood sugar 
curve it must be remembered that 
the liver has possibly been depleted 
of glycogen in the course of the 
toxemia and may be ready to assume 
once more its glycogenic function. If 
the rate of storage is slow this would 
be an indication of extensive liver 
necrosis rather than a mere depletion 
of the cells. 


Fulminant Menstrual Peritonitis. 


J. GeorceE Apamr (The Journal 
of Obstetrics and Gynecology of 
the British Empire, Volume 29, No. 
1, Spring Number, 1922) reports an 
unusual case in which he was called 
on to perform a post mortem examina- 
tion on a girl aged fourteen years, 


| 





est intensity in the pelvic region. Ex- 
amination of the peritoneal fluid from 
the pelvis showed that it contained 
very few cells, but was practically a 
pure culture of a streptococcus in long 
chains. ‘These streptococci were the 
cause of the turbidity of the fluid. He 
gave the diagnosis as fulminant men- 
strual peritonitis. He concluded that, 
whereas between menstrual periods 
the uterus is sealed by the cervical 
plug of mucus, during menstruation 
the mouth of the uterus and so the 
way to the Fallopian tubes and peri- 
toneal cavity is open and that by nega- 
tive abdominal pressure the contents 
of the vagina may thus under favour- 
able circumstances be sucked into the 
peritoneal cavity. A single brief 
period of negative pressure might at 
most draw the vaginal contents into 
the mouth of the uterus, but a suc- 
cession of acts leading to alternative 
positive and negative pressures in the 
abdominal cavity, acts such as swing- 
ing from ring to ring round the gym- 
nasium, or, again, acts of prolonged 
negative pressure, such as balancing 
with feet in the air on the “horse” or 
parallel bars, would strongly favour 
the suction of the vaginal contents 
along the whole length of the female 
genital canal. The author states that 
streptococci may exist in the vagina 
without setting up local lesions and 


- that apparently in this instance such 


who died after an illness of such brief | 


duration that a death certificate was 
refused. She had been in robust 
health until the day of her death. Her 
second menstrual period came on 
three days before her death. On the 
third day of this menstrual period she 
took part in a gymnasium exhibition, 
swinging herself from ring to ring 
round the gymnasium and going 
through other exercises. After the 
competition she was well. At five 
o’clock next morning there was acute 
abdominal discomfort and the pain 
became more distressing during the 
morning; she also became feverish. 
By the afternoon she had passed into 
an intensely toxic comatose state and 
died within twelve hours after the ap- 
pearance of the first symptom. At the 
post mortem examination Adami could 
find no lesion in any organ or viscus 
in the body, except that the intestines 
were wetter than usual and diffusely 
injected. There was a very definite 
accumulation of fluid in the pelvic 
cavity and ,here also the intestinal 
coils and the Fallopian tubes were 
more intensely injected. The fluid was 
not ‘purulent; it was still translucent, 
but definitely turbid. As the girl was 
menstruating at the time of death, he 
made a special study of the genitalia. 
The uterus was firm, of normal size, 
its mucosa reddened and it contained 
bloodstained fluid, all compatible with 
simple menstruation. There was no 
mucous plug closing the cervix. The 
fimbrie of the Fallopian tubes were in 
normal position, but were abnormally 
“angry” in appearance. All that he 
could determine was an acute general- 
ized peritonitis with evidence of great- 





was the case. 


The Two Hegar Signs of Pregnancy. 


G. L. MoencnH (American Journal 
of Obstetrics and Gynecology, Decem- 
ber, 1921) points out that when Hegar 
first published his observations on the 
early uterine changes of pregnancy, 
he described two very characteristic 
signs. The first of these is known 
the world over. as Hegar’s sign and 
consists in the softening of the lower 
uterine segment. The second Hegar 
sign is the production, by proper tech- 
nique, of a definite fold in the anterior 
uterine wall. The latter has not been 
included in recent text-books. It is 
easy to elicit the second sign, but help 
from a second person may be needed 
to steady the uterus. Retroflexed 
uteri, of course, have to be replaced 
before the sign can be elicited. The 
index finger of the right hand of the 
examiner pushes up the vaginal wall 
through the anterior fornix, along the 
front of the body of the uterus. With 
the fingers of the left hand counter- 
pressure is made through the abdo- 
minal wall along the front wall of the 
uterus. If pregnancy is present a 
transverse fold of the anterior uterine 
wall is felt to bulge forward between 
the examining fingers. If the uterus 
tends to escape backwards, it is 
steadied by an assistant’s hand behind 
the fundus. The mechanics of the 
production of Hegar’s signs seem to 
be based on the following factors: (1) 
Thinning out of the uterine walls. (2) 
Softening of the uterine walls. (3) 
An encapsulated fluid content of the 
uterus. The last factor is the most im- 
portant. The soft and thin uterine 
wall moves on and over the wall of 
the cyst (the amniotic sac) within it. 
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British Medical Association Mews. 
SCIENTIFIC. 


A MEETING of the Victorian Branch of the British Medi- 
eal Association in conjunction wth the Australian College 
of Dental Alumni Society was held at the Walter and Eliza 
Hall Institute of Research in Pathology and Medicine, 
Melbourne Hospital, on May 23, 1922, Dr. JouNn Gorpon, 
the President, in the chair. 


The Organs of Mastication. 


Dr. W. STANLEY WitkKINSON read a paper entitled “The 
Development of the Human Dental Mechanism; The Sig- 
nificance of the Deciduous Teeth; Orthodontia as an Aid 
to Pediatrics” (see page 83). 


Oral Sepsis. 


Dr. J. KeEnnetH CLARK read a paper on oral sepsis. He 
prefaced his remarks by stating that he intended to con- 
fine himself to a consideration of apical and gingival 
lesions which together comprised probably 90% of the 
pathological conditions dealt with by the dentist. He gave 
a brief survey of the normal anatomy and physiology of 
teeth. He pointed out that the pulp, often, but errone- 
ously, called the nerve by the layman, was the organ 
which presided over the formation and calcification of 
the dentine. When these processes were completed, the 
pulp had performed its main function. It could then be 
removed without great loss to the individual. The removal 
of the pulp, however, involved the death of the cytoplasmic 
processes of the odontoblasts. Dr. Clark did not admit 
that the exposure of the external surface of the dentine 
after removal of the pulp would provide a better pabulum 
for the growth of bacteria than would living cytoplasm. 

The peridental membrane was a specialized layer of soft 
tissue intervening between the cementum covering the 
root of a tooth and the alveolus. The neck of the tooth 
was that part of the root which lay between the alveolar 
margin and the gingival line. The soft tissues were 
attached to the tooth as far as the gingival line, but the 
gums were carried beyond this line in the form of a flap for 
a varying distance. In the space between the teeth the 
soft tissues were carried up as far as the contact points 
of the teeth. Some fibres of the peridental membrane 
attached to the cementum of the neck of the tooth were 
inserted into the corresponding portion of the cementum 
of the adjoining teeth. The loss of one tooth broke the 
continuity of this fibrous chain and allowed the two free 
ends to drift. This might have the effect of disturbing 
the normal occlusion of many other teeth. Other fibres 
of this portion of the membrane passed from the cementum 
into the gingive or flap of the gum. It was these fibres 
that held the flaps in apposition to the enamel. When 
they became damaged, the gingive sagged and a gingival 
trough formed which acted as an open gutter for the col- 
lection of food débris. 

The physical attachment of the tooth within the alveolus 
was effécted by fibres of the membrane passing from the 
cementum to the bone. These fibres were arranged in such 
a manner that slight movement of the tooth within the 
alveolus could take place. When these fibres were broken 
or detached, new fibres were thrown out, provided there 
was..a deposition of new cementum. The cementoblasts 
could not perform their function unless the cementum was 
physiologically healthy. 

The enamel, being ectodermic in origin, was completely 
covered at the time of eruption by a membrane composed 
of epithelial cells undergoing keratinization. This mem- 
brane, called Nasmyth’s membrane, was soon worn off the 
exposed portion of the enamel. It persisted where the 
enamel was covered by the gingive and in this situation 
it. was probably continuous with the epithelium covering 
the inner surface of the gingive at the bottom of the gin- 
gival trough. In this way there was formed an ectodermal 
covering for the mesodermal tissues. The exclusion of 
the teeth, the shrinkage of the gingive and the absorption 
of the alveolar margins in adult life led to a breach of con- 
tinuity of this layer. Dr. Clark held that this provided 
an explanation of the fact that pyorrhea was usually a 





disease of adult life and that the child escaped from this 
affliction literally by the skin of its teeth. 

The lymphatics situated beneath the epithelium cover. 
ing the inner surface of the gingive passed into the peri- 
dental membrane. Dr. Clark showed that an infective pro. 
cess occurring in the gingival trough was usually carried 
to the peridental membrane. 

In dealing with lesions at the apex of a tooth he stated 
that there was usually little evidence to enable the dentist 
to determine whether the process was infective or sterile, 
The diagnosis of an apical lesion depended on the presence 
of subjective symptoms and objective signs. The former 
comprised tenderness on mastication or on digital pressure 
over the apical region. The signs included the presence 
of a fistula, swelling and the presence of a radiolucent 
area involving the apex of the tooth. In the majority of 
instances the infection was introduced through the apical 
foramen. More rarely the micro-organisms were carried 
to the spot by the blood stream. Dr. Clark held that all 
they could state with the knowledge possessed at present 
was that all these lesions might be a source of systemic 
infection. The majority, however, were harmless, pro- 
vided that the patient’s resistance was satisfactory. 

In dealing with gingival lesions three distinct tissues 
were involved. These were the gingive, the peridental 
membrane and the alveolar process. The majority of the 
lesions originated in the gingive, but Dr. Clark was con- 
vinced that some started either in the peridental mem- 
brane or in the bone. The etiology of gingival affections 
was very wide. Some constitutional conditions, such as 
scurvy, were. known to produce a gingivitis. The same 
was true of certain metallic poisons, such as mercury, 
lead and bismuth. Pyorrhcea was regarded by some authori- 
ties as a symptom of a definite constitutional dyscrasia. 
It was widely held that microbic infection was a common 
etiological factor. The large variety of oral bacteria ren- 
dered research work extremely difficult. Few definite 
results had been obtained. It was also taught by some 
observers that the majority of gingival lesions were the 
result of direct or indirect trauma. Nearly everyone ad- 
mitted that trauma played at least a contributory part in 
the causation. In some of the conditions the cause was 
chiefly microbic, as in Vincent’s angina, in which the 
specific spirillum was associated with the fusiform bacillus. 
This condition at times simulated pyorrhaa alveolaris. A 
microscopical examination of a smear would clear up the 
diagnosis. The symptoms of gingival lesions were tender- 
ness, varying from slight pain during mastication to almost 
unbearable pain, and an unpleasant taste in the mouth. 
The objective signs were inflammation of the gingiva, 
exudation of pus from the troughs, the presence of pus 
pockets between the root and the peridental membrane, 
fetid. breath and the signs of rarefying osteitis. The 


-destructive process in the bone was at times rapid and in 


these cases a ragged margin of the alveolar process was 
formed. All these gingival lesions might cause systemic 
infection, but many of them were harmless, provided that 
the patient’s resistance remained good. 

-In dealing with the evidence of an etiological rela- 
tionship between these dental lesions and systemic infec- 
tion Dr. Clark stated that he could not exclude the possi- 
bility than in many, if not all, of the instances quoted in 
which the removal of septic foci in the mouth had been 
followed by dramatic cessation of the systemic symptoms, 
equally satisfactory results might have been achieved had 
the oral lesions been allowed to remain. 


He stated that 95% of apical lesions were the direct 
results of dental caries. The incidence of dental caries 
among civilized people was about 97%. Although its direct 
mortality was nil, its indirect mortality was 97%. He held 
that almost everyone’s life would be prolonged if he and 
his parents before him had been supplied throughout life 
with an efficient masticatory apparatus and if that appa- 
ratus had been used on a diet’ such as Nature had intended 
for man. He ventured to state that few persons existed 
whose powers of resistance would not be increased. 

Dr. Clark claimed that dental caries was preventible, 
but not by dentists. The prevention was dependent on 
diet and development. He was confident that if the medi- 
cal profession would devote half as much attention to 
dental caries as it devoted to tuberculosis or cancer, the 
incidence of dental caries would be reduced by half in one 
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generation and in the third generation the disease would 
be almost eliminated. With the disappearance of dental 
caries tuberculosis and cancer would become non-existent. 


The Relations Between the Doctor and the Dentist. 


Dr. J. Monantan Lewis read a paper on the relations 
between the medical and dental professions. He welcomed 
the step taken by the Victorian Branch of the British Medi- 
cal Association in inviting the dentists to meet the doctors 
and to discuss matters of common interest. He held that 
the well-being of the patient was of the first importance 
in every instance and that, even if professional “etiquette” 
were offended, nothing should be allowed to interfere with 
attempts to safeguard the patient’s interests. An ideal 
relationship between the members of the two professions 
must be based on common respect. The members of his 
own profession of dentistry had looked on medicine as 
their great exemplar. The growth of dental science was 
due to the fine traditions which medicine had inherited. 
He trusted that medical practitioners would realize that 
dental specialists were doing what they could to stop the 
ravages of disease. Sir Joseph Verco had said at the Aus- 
tralasian Medical Congress, Brisbane, 1920, that medicine, 
surgery and dentistry were indissolubly linked together. 

Dr. Lewis ventured to offer a practical suggestion. He 
had long held that one of the chief causes of lack of under- 
standing between medical and dental practitioners would 
be swept away if the medical curriculum were made to 
include a short series of lectures on dental surgery and 
pathology. He used the term dental surgery to imply the 
study of the conditions which called .for operative inter- 
ference rather than instruction in surgical technique. He 
realized that the medical student had to undergo a full 
course of training in pathology, but he held that the know- 
ledge of general pathology could hardly be regarded to 
cover the knowledge of special pathology. Pathological 
processes, even if fundamentally identical, might be modi- 
fied by their situation. A tiny bead of pus in a pustule 


had a very different significance to a tiny bead of pus on 
the dental pulp. 

The question of pyorrhea alveolaris was the one con- 
cerning which medical and dental practitioners frequently 


failed to regard in the same light. The patient was often 
sent to the dentist with directions that certain teeth or 
all the teeth should be removed. The medical practitioner 
frequently refused to listen to any suggestion of conserva- 
tive treatment. Often the medical diagnosis was seem- 
ingly made on a superficial examination. A little con- 
gestion of the gum, coupled with the presence of some 
salivary calculus, was regarded as sufficient to condemn 
all the teeth in the neighbourhood, while real pyorrhea 
was at times overlooked, since the investing tissue ap- 
peared to be normal. 

The dentist left to the medical practitioner the assess- 
ment of the damage caused by septic conditions in the 
mouth. He put forward a plea that dental opinion should 
decide whether or not a pyorrhea or an infective apex 
existed. A dogmatic assertion concerning the condition 
of the mouth by a medical practitioner might have serious 
consequences because of the weight attached to his opinion 
and because of the intimate relation he had with his 
patient. Dr. Lewis thought that much misunderstanding 
and much mischief might be obviated by a word over the 
telephone or, better still, by a letter written by the medi- 
eal practitioner to the dentist describing the patient’s 
condition and indicating what the latter desired. 

Some of his friends had been seriously confronted by a 
medical man with the term “dry pyorrhea.” He hoped 
that by referring to such a term, it would be killed. It 
was obvious that the expression was intended to describe 
a particular phase of gum recession not accompanied by 
pus formation. Dr. Lewis spoke feelingly concerning the 
use of the word pyorrhea. At times it had but to be 
breathed into a patient’s ear and he would be most anxious 
to have an important part of his digestive apparatus re- 
moved. It should be admitted that pyorrhea might be so 
urgent that it would be preferable to make the mistake 
of removing healthy teeth rather than risking the reten- 
tion of a source of danger. In the large proportion of 
instances no harm would come to the patient if the dentist 
were given an opportunity of trying conservative measures. 

He often wondered whether it were realized how im- 
portant natural teeth were. He held that there was con- 
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siderable doubt whether the teeth were to blame in the 
majority of cases of gastric ulcer. He referred to the 
condemnation of wholesale extraction of teeth which had 
been published a few months before in The Lancet. If 
dental problems in pathology were to be met on every 
occasion by radical surgical measures, all progress along 
curative lines would cease. He therefore pleaded for 
patience and team work. 

Before concluding, he wished to emphasize the benefit 
that would accrue to the patient if, when an extensive 
operation on the jaws was contemplated, the dentist were 
called in. This would enable the dentist to devise the 
appliances which might be used to replace the lost struc- 
tures. Work of this kind was always difficult and was 
rendered needlessly complicated when the parts were 
deflected from their normal relationship by the pull of 
muscles and the contraction of scar tissue. 

In approaching the second point of his address, namely, 
the question of the cooperation which should be developed 
between medical and dental practitioners in attacking prob- 
lems of common interest, he asked that medical men should 
regard dento-medical problems with a live interest. If 
dental and tonsillar diseases could be banished by the 
wave of a wand, the origin and point of entry of many 
diseases would be abolished and they would not see many 
men and women broken in late middle life by toxemia. 
There were dental problems intricate enough to requisition 
the best work of the physician, the bio-chemist, the physi- 
ologist, the chemist and the physicist. He urged that medical 
and dental science should come more closely together and 
that their common problems should be attacked in concert. 
It had seemed to him that this objective would be reached 
the sooner if the Victorian Branch of the British Medical 
Association would create an external membership for 
dental practitioners. These external members would pay 
a fee, but have no right to vote and no permission to take 
part in medico-political discussions. Much good might 
result and a better understanding might arise between the 
members of the two allied professions. 


Discussion. 


Dr. BryaAN Foster made some observations on the facial 
deformity of children which resulted from neglected nasal 
obstruction. As Dr. Wilkinson had emphasized, when 
the deformity was the outcome of adenoid vegetations in 
the naso-pharynx, their removal was not sufficient to 
remedy the disfigurement. 

Dr. Foster urged the early removal of adenoid growths; 
no matter how young the child, if nasal obstruction could 
be shown to be dependent on this cause, indication for 
operation existed. If properly removed, adenoid vegeta- 
tions should rarely recur in such degree as would cause 
trouble and by early removal facial deformity from this 
source would be obviated. 


Dr. SypNEY Pern discussed the statement of Dr. Clark 
that many radiolucent apical areas had been found to be 
sterile on investigation. He referred to the recent work 
by Rosenow, who had claimed to have cultivated anaerobic 
streptococci from foci which by less exhaustive examina- 
tion would be classed as sterile. Doubt had been expressed 
as to whether apical or gingival sepsis demonstrated in the 
presence of constitutional disease necessary stood in causal 
relation to such general ill-health. An individual harbour- 
ing virulent streptococci in a focal infection could con- 
tinue to perform his daily duties as long as his immunity 
reactions did not fail. So could a syphilitic, but patho- 
logical processes were advancing all the time. Sooner or 
later the organisms of a focal septic process would get 
the upper hand. Dr. Pern maintained that 25% of focal 
infections responsible for constitutional disease were den- 
tal. It was the duty of the medical profession to point 
out the ravages of micro-organisms and the part of the 
dental profession to devise ways and means of dealing 
with them. 


Mr. Fay Macture remarked that orthodontia and ortho- 
pedics were based on the same fundamental principle, viz., 
Wolff’s law, that bone was laid down in direct proportion 
to the stresses and strains to which it was subjected. Mr. 
Maclure drew an interesting comparison between the work 
of the orthopedist and that of the orthodontist and in- 
quired of Dr. Wilkinson if there was any age limit to the 
advantageous use of the appliances of the orthodontist. 
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He further asked if the principles of orthodontia had been 
applied to the reduction of the gap in cleft palate as a 
preliminary to operation. With reference to Dr. Lewis’s 
paper, Mr. Maclure said that he was afraid that in the 
past the dentist had not always received from the doctor 
the consideration that was his due. That this had been 
so indicated a lack of appreciation on the part of the 
doctor of the thorough and scientific training received 
by graduates in dentistry. 

Mr. VAL Macponarp said that he had noted a continuity 
of thought in the three papers which had been presented. 
Dr. Wilkinson had shown the great importance of correct 
alignment and accurate cusp and incisor relationship. 


Neglect and failure in these respects led to faulty develop- | 


ment, impaired function and all the attendant ills. Thus 


they reached the subject of oral sepsis treated by Dr. Clark | 


and it was particularly in this field that the work of the 
medical and dental professions overlapped. The ideal rela- 
tionship between the two professions on this common 
ground had been admirably outlined by Dr. Lewis. 

An instance of what might be achieved by cooperation 
between members of the medical and dental professions 


had recently been provided in Sydney by the work of | 


Dr. H. C. Moxham, dentist, and Dr. Leslie Utz, bacteriolo- 
gist. In a recent number of the Dental Science Journal 
articles by these two collaborators had shown that a hemo- 
lytic streptococcus was to be recovered from 90% of all 
dental abscesses and that such streptococci could be de- 


stroyed by the use of cultures of Bacillus bulgaricus. Clini- 


cal experience had confirmed the laboratory tests and it 
appeared that a valuable means of treatment had been 
provided. 

Mr. Macdonald referred to Sir William Hunter’s recent 
communication in The British Medical Journal on per- 


nicious or “glossitic” anemia. He said that, originally hold- | 


ing oral sepsis as of supreme importance in the causation 
of this disease, Sir William Hunter had restated his views 
in this respect the more forcibly because of the lapse of all 
the years since he had first emphasized the etiological rela- 
tionship of oral sepsis to pernicious anemia. 

His professional relations with medical men had always 
been of the happiest nature; misunderstandings between 
doctor and dentist would not arise if each had a due appre- 
ciation of the other’s work. He urged that when a patient 
was referred by his medical attendant to the dentist, the 
latter should always report directly to the medical man 
and not through the medium of the patient. 


Dr. A. L. Kenny said that he wished to congratulate 
the prime movers in arranging such an interesting and 
happy meeting. The question of adenoid vegetations had 
been under discussion and it was to be remembered that 
their growth was not always a primary disease. The 
appearance of adenoid vegetations might be determined 


by some of the conditions dealt with by Dr. Wilkinson. In- 
such circumstances simple removal of adenoids was clearly | 


not enough. 
The suggestion of Dr. Lewis that medical students should 


' receive some special training in dental surgery and path- 


ology might be adopted with great advantage if it were 
possible to add it to an already over-weighted course. The 
Victorian Branch of the British Medical Association should 
devise some means by which members of the medical and 
dental professions might have opportunity for regular 
discussion of their common problems and he hoped that 


the Council of the Branch would consider what steps might | 


be taken in this direction. Dr. Lewis had put the case 
for cooperation between dentists and medical men in an 
able and unexceptionable manner. 


Mr. Eric YULE in some remarks illustrated by a lantern 


slide exhibiting six radiograms, indicated the necessity for | 


curettage as supplementing extraction in certain types 
of apical sepsis. 

Dr. J. E. Nin said that in view of the scientific 
training of the dental student and from long experience 


of the work qualified dentists were competent to perform, 


he felt very strongly that the status of the dentist should 
be that of a specialist. He was afraid that the introduc- 
tion of a measure of dentistry into the medical student’s 
course might in the long run be mischievous. Medical 
men might then be tempted to undertake dental work or 
to express opinions on questions of dentistry on insuf- 
ficient training and experience. 


JuLy 22, 1922. 





! 


Dr. A. V. M. ANDERSON said that the meeting itself was 
| an encouraging instance of the cooperation which wag 
very necessary between the medical and dental professions, 
He was in a complete agreement with the view that the 
dentist should be regarded by the medical man as a brother 
scientific practitioner with whom the welfare of the patient 
was to be discussed. Such an attitude towards the dental 
profession was taught to medical students in the Melbourne 
University in the course of lectures on medical ethics. Un- 
doubtedly a knowledge of special dental pathology would 
be a valuable adjunct to the equipment of all medical men. 

He was of the opinion that benefit in general ill-health 
more frequently followed the eradication of dental septic 
foci than measures directed towards the extirpation of 
septic processes elsewhere, but they had always to be pre- 
pared for disappointments. It could not always be pro- 
mised that the removal of a focal infection would rid the 
patient of constitutional disease. At the same time, if a 
pnathological local condition needing treatment were dis- 
covered it should be treated. 

Dr. Anderson referred to a former happy association 
with Dr. Lewis in military work and asked his opinion of 
the pathological significance of fuso-spirillary gingivitis, 
a condition which had appeared with great frequency 
among the troops during the war. 


Dr. R. J. Butt made the suggestion that in order to pro- 
vide dental students with a more detailed bacteriological 
training a special lecturer or demonstrator should be ap- 
pointed to assist him with the dental classes. Such an 
advance would be the more speedily effected if the pro- 
posal gained the practical support of the dental profession. 


Dr. JAMES Bootn asked the present view taken by the 
dental profession of Sim Wallace’s teachings regarding 
the part played by inappropriate diet in the production of 
dental caries. 


Other speakers who contributed to the discussion were 
Mr. P. MarrHews and Dr. GersHON BENNETT, of the Dental 
Alumni Society, and Dr. A. P. DerHAm and Dr. R. M. 
Downes, C.M.G.. 


Dr. W. STANLEY WILKINSON, in reply, said with reference 
to the questions asked by Mr. Maclure that there was no 
age limit to the movement of an individual tooth, but 
orthodontic procedures dependent for success on the re- 
generation of bone should be carried out before the age of 
thirteen or fourteen years. 

He had no experience in attempting reduction of the gap 
in the cleft palate. The view of Sim Wallace referred 
to by Dr. Booth seemed a rational teaching. It was that 
the diet ordinarily prescribed for young children was such 
as would be appropriate to a toothless race. Pulpy foods 
called for no exercise of the teeth and jaws; the child was 
endowed with a full set of teeth at the age of twenty-two 
months and such teeth were designed for use in vigorous 
mastication. Many irregularities were due to lack of func- 
tion consequent on the administration of a diet which 
demanded little or no mastication. 


Dr. J. KENNETH CLARK referred to Dr. Pern’s statements 
regarding streptococci demonstrated by Rosenow in dental 
foci; he thought that even Rosenow would not claim that 
every radiolucent area contained pathogenic micro- 
organisms. 

The hour was too late to discuss preventive measures 
against dental caries as requested by Dr. Downes. 

Dr. Clark concluded with an earnest appeal to the medi- 
cal profession to use all its influence to obtain provision 
for research into the causes underlying dental caries. 


Dr. J. MONAHAN LEwIs expressed his appreciation of the 
manner in which his paper had been received. He was 
afraid there had been a little misconception of his exact 
meaning when he suggested that medical students should 
be taught a measure of dental surgery and pathology. He 
recognized that the medical curriculum was very full, but 
at the same time an appreciation by medical men of the 
problems of dental surgery (he did not include operative 
surgery) and the special dental pathology would go far 
towards establishing that cooperation and understanding 
between the two professions which was so eminently 


| desirable. 


It had been his privilege to be closely associated with 
Dr. A. V. M. Anderson during the war, when they had 
been required to deal with numerous soldiers infected with 
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the fuso-spirillary organisms. Dr. Lewis said that, while 
knowledge of the pathogenic activities of the various 
spirille found in the ging'val trough was very imperfect, 
on clinical grounds he had come to regard spirille with 
great suspicion as the exciting causal agents of the initial 
lesions of pyorrhea. “Vincent’s angina” in its acute form 


was not likely to be mistaken, but in its more chronic and 
indolent phase it might be loosely termed ‘“pyorrhea” if 
the real significance of the lesions were not appreciated. 

He was grateful to Dr. Kenny for his favourable com- 
ment on the suggestion that means be devised for regular 
joint discussions of matters of common interest to dentists 
and medical men and hoped to see the project consummated. 


THE inaugural meeting of the Section of Neurology and 
Psychiatry of the Victorian Branch of the British Medical 
Association was held on June 26, 1922. 


Election of Office-Bearers. 
The following were elected office-bearers and members of 
the Executive Committee: 
President: Dr. W. ERNEST JONES. 
Honorary Secretary: Dr. PAuL DANE. 
Members of Committee: Dr. JEAN Greic, Dr. W. A. T. 
Linp and Dr. J. W. SPRINGTHORPE. 


Inaugural Address. 


Dr. J. W. SprincrHOoRPE delivered an inaugural address 
on “Psychology, Its Basis and Application.” 





NOTICES. 


Tne COUNCLL OF THE VICTORIAN BRANCH OF THE BRITISH 
MepicaL AssocrIatTIon has arranged the following pro- 
visional programme of the Branch meetings. The Scien- 
tific Committee reserves to itself the right to modify the 
arrangements, but it is hoped that no changes will be 
necessary. 

August 2, 1922. 

At the Walter and Eliza Hall Institute of Research in 
Pathology and Medicine, Melbourne Hospital, at 8.15 p.m. 
Mr. Frep D. Birp, C.B.: “Note on a Form of Pelvic Hydatid 

Cyst and its Treatment.” 
Dr. VAL MacponaLp: “Pathological Dentition as a Patho- 
logical Entity” (illustrated by lantern slides). 
September 6, 1922. 
CiintcAi, MEETING at St. Vincent’s Hospital, Melbourne, 
at 8.15 p.m.. 
October 4, 1922. 

At the Walter and Eliza Hall Institute of Research in 
Pathology and Medicine, Melbourne Hospital, at 8.15 p.m. 
Dr. H. Doucitas STEPHENS: “Clinical Symptoms of Enlarge- 

of the Spleen in Children.” 
Dr. S. O. Cowen: “Familial Splenomegaly.” 
Dr. K. HitLer will open the discussion. 
November 1, 1922. 


CuinicAL Mrrerinc at the Children’s Hospital, Carlton, at 
8.15 p.m.. 5 





NOMINATIONS AND ELECTIONS. 


Tue undermentioned has been elected a member of the 

Victorian Branch of the British Medical Association: 

Rem, Witt1am Bremner, M.B., Ch.B., Edin, 
Warrandyte. 


1921, 


<a 


Mbituarp. 


JOSEPH HINES WOLFENDEN. 





We have to announce the death of Dr. Joseph Hines 
Wolfenden, of Malvern, Victoria, which took place on 
July 5, 1922. 


| 





Wevical Societies. 
MELBOURNE PAEDIATRIC SOCIETY. 


(AFFILIATED WITH THE VICTORIAN BRANCH OF THE BRITISH 
MEDICAL ASSOCIATION.) 


A MEETING of the Melbourne Pediatric Society was held 
at the Children’s Hospital, Melbourne, on May 10, 1922, 
the President, Dr. R. L. Forsyru, in the chair. 


Diabetes Mellitus. 

Dr. H. Boyp GRAHAM read a paper on the “Management 
of Diabetes in Children” (see page 89). 

Dr. S. W. Patrerson said that the subject of diabetes in 
children had been so well introduced from the clinical 
aspect that in this respect he found little to add. It might 
be of interest, however, if he reviewed briefly some of 
the more important experimental studies directed towards 
the elucidation of the perverted metabolism which con- 
stituted diabetes mellitus. He had been impressed with 
the similarity obtaining between diabetes in children and 
young adolescents and the experimental disease produced 
in dogs by extirpation of the pancreas. It was interesting 
to note how very acute had been the onset in the patients 
discussed by Dr. Graham; after pancreatectomy in dogs 
the animals rapidly wasted and pursued a progressive 
downward course, while within an hour or two of the 
operation glucose to the amount of 3% to 5% appeared 
in the urine. 

The essential problem in diabetes was to determine the 
underlying morbid condition. Two hypotheses had been 
advanced, the first—strongly advocated by Pavy—that the 
fundamental change was an over-production of sugar and 
the second that the disease arose from a lack of power of 
the tissues to utilize dextrose normally produced. Vari- 
ous experimental attempts had been made with the object 
of estimating the balance between these factors. 

In studies conducted by Minkowski, wro maintained a 
depancreatized dog in such condition that there was a con- 
stant elimination of sugar and no carbo-hydrate intake, it 
had been shown that if a measured amount of glucose were 
given to such an animal, the whole quantity could be recov- 
ered from the urine. The inference drawn was that the 
essential underlying pathological change was defective 
utilization of glucose by the tissues. 

Starling, by means of heart-lung preparations in normal 
and diabetic animals, had investigated this same factor of 
defective utilization. While the earlier experiments seemed 
to show that the diabetic heart, when perfused with Locke’s 
solution and added dextrose, consumed less sugar than 
the normal heart, later results established that the tissues 
of depancreatized animals, when perfused with Locke’s 
solution and dextrose, were quite as able to consume the 
sugar as those of normal animals. 

The results of studies on the respiratory quotient, how- 
ever, seemed to point to inability of the tissues to con- 
sume glucose. The oxygen and carbon dioxide exchange 
between the lung and the inspired air was estimated by 
means of “heart-lung” preparations and by observations 
on the whole animal resting quietly in a _ respiration 
chamber. The ratio between the amount of carbon dioxide 
exhaled and that of oxygen consumed in the inspired air, 
was known as the “respiratory quotient.” It was possible 
by determinations of this quotient to arrive at conclusions 
relating to the character of the materials undergoing com- 
bustion. Thus, when carbo-hydrate was burned, the respira- 
CO, excreted 


O utilized 

bustion of proteins and fats were 0.72 to 0.74 and 0.702 
respectively. When carbo-hydrate was given to a diabetic 
dog resting quietly in a respiration chamber to which 
oxygen had been added, no rise in the respiratory quotient 
could be determined and the conclusion to be drawn from 
this and similar experiments was that the tissues of 
such an animal were unable to utilize dextrose. 

Dr. Patterson concluded with a brief reference to studies 
_ the ratio of glucose to nitrogen in the urine in 

iabetes. 


tory quotient = 1; the quotients for the com- 
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Dr. IvAN MAXWELL contributed some remarks relative to 
the bio-chemical aspects of diabetes. He pointed out that 
it had been established that a certain small degree of 
glycosuria was almost constant in normal individuals, but 
the methods commonly in use, depending on the use of 
solutions such as Benedict’s and Fehling’s, were not suf- 
ficiently delicate to detect it. 

Glycosuria referable to lesions of the pancreas, endo- 
crine glands and thoracic autonomic nervous system, as 
also the glycosuria following asphyxia and anesthesia, 
was accompanied by a hypergl¥cemia—a condition which 
could be accurately gauged by the Maclean method for the 
estimation of blood sugar. 

An individual fasting overnight showed glucose to the 
amount of one part per thousand in his blood; after a 
carbo-hydrate meal this amount rose, but not to such an 
extent that detectable sugar appeared in the urine. The 
administration of one hundred grammes of glucose should 
not give rise to clinical glycosuria, a point which was 
reached when the blood sugar exceeded the figure of 0.16%. 
This figure was spoken of as the “renal threshold” and 
varied in different individuals. For example, in the so- 
called “renal diabetes” or diabetes innocens, when the 
blood sugar exceeded 0.1%, sugar appeared in the urine, 
while other individuals exhibited a high renal threshold 
(0.2%). In many diabetics the renal threshold had been 
found to rise after a time and it had been a subject of 
discussion whether such rise indicated damage to the 
kidney or the establishment of a protective mechanism 
designed to curtail the loss of glucose. 


In some remarks on the acetone bodies Dr. Maxwell 
referred to the patient discussed by Dr. Graham in whom 
the introduction of four grammes of fat into a diet which 
was maintaining her sugar-free, caused an immediate 
appearance of acetone and diacetic acid in the urine. In 
dogs rendered diabetic experimentally, acetone bodies in 
the urine in the early days appeared in minimal quantity, 
but after the lapse of ten days these substances tended to 
rise in amount, thus suggesting defective oxidation of 
the fats. 

The amino-acids of protein were to be regarded. as 
breaking down in two ways, one through the carbo-hydrate 
molecule and the other by way of fat and its ultimate 
oxidation. If the latter process were incompletely effected, 
the patient would be hard put to it to avoid the conse- 
quent toxemia and the sequence of events which ter- 
minated in coma. 

In regard to the condition in which glucose existed in 
the blood stream, Dr. Maxwell stated that the most recent 
teaching on the subject was that it was present in a 
crystalloid diffusable form and not attached to a colloidal 
complex as had hitherto been understood. There was no 
doubt that in diabetics the fat metabolism was perverted 
together with that of carbo-hydrate and in this connexion 
it was to be noted that the Rothera test for acetone bodies 
in the urine was really a test for diacetic acid rather than 
for acetone, in that it would detect the former in a con- 
centration of one in 400,000 and the latter in a concentra- 
tion of only one in 20,000. Aceto-acetic acid was unstable 
and was soon converted into acetone; the clinical test 
with perchloride of iron would not detect aceto-acetic acid 
in concentrations of less than one in 14,000. Some time 
ago he had drawn attention to the fact that the ingestion 
of bicarbonate of soda by a normal person led to the pro- 
duction of a reddish brown coloration in the urine on the 
addition of ferric chloride. This was a reaction which 
anyone might easily verify and he had no doubt that it 
had been the cause of much confusion, particularly when 
patients had been given alkalies to combat “acidosis” and 
the ferric chloride test had been employed to gauge the 
effect of treatment. 

It was to be remembered that the hydrogen ion concen- 
tration of the blood did not alter very much owing to the 
presence of so many “buffer” substances; a variation of 
hydrogen ion concentration in the blood as great as that 
represented by the difference between distilled water and 
tap water in respect of hydrogen ion would be incompatible 
with life. Determinations of hydrogen ion concentration, 
therefore were of little use in the investigation of 
“acidosis.” 

The utility of alkalies in treatment was still in dispute 
and it had been suggested that aceto-acetic acid was the 


most potent factor in the production of coma. On this 
compound toxicity was considered to lie not so much in 
the COOH or acetic acid radicle as in the COH-CH ow 
inolic group. If such were the case, alkalies were not 
likely to be of great assistance, as they did not deal with 
the COH-CH grouping; at the same time, the alkali reserve 
was diminished by the presence of the acetic acid group— 
COOH—and it would seem reasonable to maintain it by 
the administration of alkalies. 

In conclusion, Dr. Maxwell said that the chief purpose 
of his remarks had been to direct attention to four points: 
(i.) That glucose was constantly being passed by normal 
persons in amounts less than 1%. (ii.) That many varia- 
tions had been demonstrated in renal permeability. (iii.) 
That the best test for diacetic acid was the Rothera test. 
(iv.) That the toxic factor in the diacetic acid molecule 
was now considered to be in the inolic group. 


Dr. R. L. Forsyrm asked for information regarding the 
composition and utility of “diabetic bread” and remarked 
that a really useful diabetic bread would be of great value, 
as it was disconcerting to find how little ordinary bread 
a diabetic child could take without suffering ill-effects. 


Dr. H. Dovucias SrerieNs said that, although his experi- 
ence of diabetes in children had not been large, it had 
been very disappointing, as, sooner or later, the disease 
had always ended fatally. It appeared that the mortality 
rate was higher the younger the child at the onset of 
symptoms. The youngest patient with glycosuria he could 
recollect was an infant eight hours old, who could not be 
roused and whose urine he found loaded with sugar. This 
occurred in March, 1921; the baby had grown into a 
healthy specimen. 

Temporary glycosuria in children was occasionally ob- 
served and he had been informed that in the western dis- 
trict of Victoria such temporary glycosuria occurred quite 
commonly during the grape season. 

He would like to have defined a clear-cut clinical course 
to pursue in the presence of coma. He had found the 
present diversity of teaching regarding the use of alkalies 
very confusing. 

As an example of the fulminating course sometimes ob- 
served in diabetics in children, Dr. Stephens mentioned 
the case of a little girl for whom he had reduced a con- 
genital dislocation of the hip at the age of three years. 
Some time afterwards the child was brought back in ill- 
health; sugar was present in the urine and she was dead 
within five days. The majority of the diabetic children 
he had seen had exhibited some degree of reaction in the 
blood serum to the Wassermann test and he had been led 
to wonder whether children affected with a congenitally 
syphilitic taint were especially prone to diabetes. 

In conclusion, Dr. Stephens invited suggestons for deal- 
ing with severe degrees of acid intoxication, in which the 


| child became very pallid, vomited incessantly, displayed 


air hunger and gave forth a strong smell of acetone in 
the breath. He had seen four such children die within 
the last twelve months. 


Dr. Lione, Hoop said that it would appear that, in spite 


| of Allen’s treatment, the prognosis of diabetes in children 


was still exceedingly bad. The patients so carefully man- 
aged by Dr. Graham had all left hospital apparently well 


| and all had died within twelve months. They were buoyed 


up by hope occasionally, but the end was always the same. 


| They could prolong life and get the patients to a certain 


stage of amelioration of their condition, but it could not 
be said that diabetes could be cured. 

In the various endeavours to control the metabolism in 
diabetes was there sufficient attention paid to the endo- 
crine glands? If it were possible to regulate the activity 
of the thyreoid and adrenals, the output of the internal 
secretion of the pancreas might thereby be modified. 


Dr. Ceci. Tucker said that one of the difficulties of the 


| general practitioner in managing diabetes was the neces- 


sary daily quantitative estimation of the sugar present in 
the urine. He had recently adopted and was so far well 
impressed by a simple colorimetric method devised by 


| Parnell. Estimations of the amount of sugar present could 


be made in the home by this method. He would be inter- 
ested to learn if anybody else present had employed the 


Parnell colorimeter and had arrived at any conclusion re- 


garding its value. 
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With reference to the fallacy pointed out by Dr. Maxwell 
in the test for diacetic acid in the urine by the addition 
of liquor ferri perchloridi when the patient was receiving 
alkalies, he wished to ask if the same or a similar error 
was likely to occur with the nitro-prusside reaction. 

When faced with the necessity for eliminating ordinary 
putter from the diet of diabetics and generally reducing 
the fat intake, he had resorted to pea-nut butter. This 
preparation was tasty and he had found that in small 
amounts it did not lead to any increase in the amount 
of sugar in the urine. 


Dr. STEWART Frercuson expressed himself as bitterly dis- 
appointed with the results that he had experienced in 
scrupulous supervision of diabetic children. There was no 
doubt that the Allen régime represented a great advance 
in the treatment of diabetes in adults, but when applied 
to children it was very disappointing. The reason for 
this would seem to lie in the fact that in the child it was 
necessary to consider more than the maintenance of nutri- 
tion and to make provision for growth and development. 
Restriction of diet to a degree necessary to keep juvenile 
diabetics sugar-free also operated to render them little 
more than living skeletons. 

In various ways these children suffered from the results 
of treatment; the large amount of vegetable fibre which 
they ingested was prone to lead to chronic intestinal indi- 
gestion. They were also very prone to intercurrent affec- 
tions. Altogether, he could not but regard the outlook 
in juvenile diabetes with pessimism. 


Mr. C. W. B. Lirriresoun remarked that in considering 
diabetes from the point of view of the problems in physio- 
logical chemistry involved, it had occurred to him that 
possibly the faulty metabolism of carbo-hydrates had been 
over-emphasized and that perhaps not sufficient attention 
had been paid to the perverted metabolism of the fats. 
Whatever defects in the metabolism of carbo-hydrates con- 
tributed to the diabetic state, it seemed clear that a failure 
in the normal chemistry of the fats precipitated the fatal 
issue. He was not aware that any explanation had ever 
been given for the failure of fat metabolism and inquired 
if any work relating to this morbid process had ever been 
attempted on a plan similar to that adopted by Cohnheim 
in his original work on the part played by the pancreas 
in carbo-hydrate metabolism. 


Dr. H. Boyp Gramam in reply said that he had inter- 
ested himself in the subject of “diabetic” breads, but had 
not used these preparations to any extent; in fact, he had 
limited them to the sphere of a placebo. 

He had no experience of the use of pea-nut flour, but 
had noted a formula by which a home-made bread substi- 
tute was prepared from pea-nut flour, casein and white 
of egg. In this formula a flour made from monkey-nuts 
might replace the pea-nut flour. 

Other substitute foods for use in diabetes had been 
manufactured from soya-bean, such as a soya-bean milk, 
cheese and an imitation of coffee. 

In the management of diabetes in children articles of 
diet such as cakes, scones, bread and butter should be 
strictly proscribed. 

As regards the best course to pursue in the presence of 
coma, he had come to no conclusion upon the point. 

Dr. Hood had introduced the subject of the endocrine 
glands. It would seem that the thyreoid, pituitary and 
adrenal glands comprised a group which normally an- 
tagonized the pancreas and para-thyreoids, but that in 
diabetes there was a disturbance of the balance, owing 
probably to the pancreatic deficiency. It was noteworthy 
that diabetic children under treatment had a persistently 
subnormal temperature, but this clinical feature might 
be ascribed to under-nutrition rather than to. sub- 
thyreoidism. There would, however, appear to be some 
degree of hyper-adrenalism, as evidenced by the unstable 
temperament and tendency to emotionalism which he had 
observed in diabetic children. 

His experience with the Parnell colorimetric method 
for the estimation of sugar in the urine had been favour- 
able and in general he had found that the readings ob- 
tained were within 0.25% of those obtained by a control 
“Pavy” estimation. ; 

With Dr. Littlejohn he felt strongly that fat intolerance 
was a large factor in the perverted metabolism of diabetic 
children. 
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Correspondence, 


THE ANALYTICAL DEPARTMENT REPORT ON 
“ LACTOGEN.” 


Sir: We have read with great interest the report issued 
in Tne MepicaL JouRNAL oF AUSTRALIA of last week and 
trust we may be permitted the liberty of a few remarks 
anent this, especially in view of the statement in your 
report which reads: “It must be understood that we have 
no knowledge whether the conditions described exist at the 
present time.” We hope by so doing it will be of interest 
to your readers. 


In all our factories manufacture is conducted on essential 
principles, the main features of which reflect on the quali- 
ties of the products turned out. Therefore, as these con- 
stitute a great deal of work, such factories which are taken 
over by our company, as the factory in question happened 
to be just prior to inspection, a certain time elapses until 
the effect of this systematic control is felt. In a milk 
product such as ‘‘Lactogen,” sanitation in every phase is 
important and our endeavours in this respect start at 
the farms of the suppliers, where inspections are made by 
skilled farm inspectors. The duties of these men are to 
enforce the rules and regulations laid down for the care 
and handling of milk and, provided the supplier is amen- 
able to it, educate nim in the production of milk suitable 
for our manufacture. We reserve the right to reject all 
milk which will detract from the quality of our product. 


We, further, endeavour to make the factory and its equip- 
ment reflect the same sanitary conditions which we ask 
the farmer to live up to, complete instructions to this effect 
being issued to all our factories. 

A systematic control is in force at the factories towards 
our obtaining milk of undoubted quality, acidity tests, 
detection of undesirable bacteria, proportion of dirt, etc., 
in the suppliers’ milk being included in the various deter- 
minations made. This control is also intended to include 
determinations regarding the composition of the finished 
article. In other words, the general trend of our efforts 
is to insure that only such batches which reflect the best 
possible product as regards quality and uniformity, are 
submitted to the public as “Lactogen.” 


A fully equipped laboratory is in operation in Sydney, 
with a competent staff under whose jurisdiction the vari- 
ous factories operate, while chemical and bacterial investi- 
gations are carried out where the necessity arises. 

While essentially the process of manufacture is the same 
as that outlined in your inspector’s report, the inclusion 
of the foregoing features in the manufacture of our pro- 
duct cannot help but improve its quality and uniformity. 


Yours, etc., 


NESTLE AND ANGLO-SWISS CONDENSED MILK Co. 
(AUSTRALASIA), LTp., 
H. W. Houpen, Director. 
347, Kent Street, Sydney, 
July 11, 1922. 





RESTORATION OF THE ROUND LIGAMENTS. 


Sir: In a paper published in Tut MepicaL JOURNAL OF 
AUSTRALIA, June 17, 1922, Dr. H. A. Powell discusses “‘some 
operations on the round ligaments” and finally sets out 
seven considerations which should influence the surgeon 
in choosing the best operation for retroversion of the 
uterus. In my experience, the simplest and most effective 
intra-abdominal operation for shortening the overstretched 
round ligaments, while at the same time completely ful- 
filling all the conditions laid down as the ideal by Dr. 
Powell, is that briefly described and figured by me in The 
Lancet, July 31, 1915. This operation (restoration of the 
round ligaments) consists in splitting the anterior leaf 
of the broad ligament parallel to the round ligament and 
undermining and closing the opening by a purse-string. 
The immediate effect is to bring the retroverted uterus 
into ante-version and to demonstrate the round ligaments 
contracted down to their normal dimensions—an interest- 
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ing physiological experiment performed directly under the 
eye. The onlooker would now find it difficult to discover 
that any surgical procedure had been carried out. I have 
performed this operation even during the sixth week of 
pregnancy without interruption of gestation and without 
recurrence of retroversion after parturition. Only this 
week, too, I have opened a case in the Perth Hospital in 
which I had carried out the operation some years ago and 
in which there had been an intervening parturition. The 
uterus was in normal position and there was nothing to 
indicate the primary operation. In another case, however, 
in which a Montgomery-Gilliam had been done several 
years earlier, hysterectomy proved exceptionally difficult 
on account of the anatomical distortion in the pelvis caused 
by the first operation. 
Yours, etc., 
Arruur J. NYULASY. 


Perth, June 24, 1922. 


Books Received. 


SELECTED WORKS OF THOMAS SYDENHAM, M.D., by John 
D. Comrie, M.A., B.Sc., M.D., F.R.C.P. (Edin.) ; 1922. Lon- 
don: John Bale, Sons & Danielsson, Limited; Crown 8vo., 
pp. 153, with four plates. Price: 8s. 6d.. 

THE PRACTICE OF MEDICINE IN THE TROPICS, by Many 
Authorities ; Edited by Lieutenant-Colonel W. Byam, O.B.E., 
and Major R. G. Archibald, D.S.O.; Volume II.; 1922. 
London: Henry Frowde and Hodder & Stoughton; Royal 
Svo., pp. 1,683, general index, 31 coloured plates and 246 
figures in the text. Price: £4 4s. net. 
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Medical Appointments. 


Dr. C. CUNNINGHAM (B.M.A.) has been appointed on pro- 
bation as a medical officer in the Department of Public 
Instruction, Victoria. 

* n a s 

Dr. S. G. Iceron (B.M.A.) has been appointed Govern- 

ment Medical Officer at Picton, New South Wales. 
* * * a 

Tne undermentioned appointments in the Adelaide Hos- 
pital have been gazetted: Dr. A. M. CupMore (B.M.A.), 
Dr. W. R. CavENAGH-MAINWARING (B.M.A.) and Dr. H. S. 
NEWLAND, C.B.E., D.S.O. (B.M.A.) as Honorary Surgeons; 
Dr. A. W. Hux (B.M.A.) and Dr. H. F. SHorney (B.M.A.) 
as Honorary Ophthalmologists; Dr. BronTE SMEATON 
(B.M.A.), Dr. M. L. Scott (B.M.A.) and Dr. J. CorBIn 
(B.M.A.) as Honorary Assistant Surgeons; Dr. H. K. Fry 
(B.M.A.) as Honorary Neurologist; Dr. Heten M. Mayo 
(B.M.A.) as Honorary Bacteriologist. 

* ca * * 

THE undermentioned have been appointed Resident Medi- 
cal Officers at the Adelaide Hospital: Dr. Constance FIn- 
LAYSON (B.M.A.), Dr. W. A. Freminc, Dr. H. A. McCoy, 
Dr. W. R. Grirritus (B.M.A.), Dr. W. Gitrittan (B.M.A.). 

* * * * 





Dre. R. Currte (B.M.A.) has been appointed Medical 
Officer of Health by the Leonora-Malcolm Road Board, 


Western Australia. 
* So * 


Dr. L. J. Hunter, M.C. (B.M.A.), has been appointed 
Government Medical Officer at Bellingen, New South Wales. 
* * * * 

Dr. F. N. WaApDpELI. (B.M.A.) has been appointed Govern- 

ment Medical Officer at Dora Creek, New South Wales. 
a + * 5d 

Tue undermentioned have been appointed by the Board 
of Health of New South Wales as Inspectors under the 
Cattle Slaughtering and Diseased Animals Act, 1902: Dr. 
.R. M. Attrort (B.M.A.), at Gulgong; Dr. S. G. IceTon 
(B.M.A.), at Picton; Dr. E. TreNerry (B.M.A.), at Pambula. 





Wedical Appointments Vacant, etc. 


For announcements of medical appointments vacant, assist- 
ants, locum tenentes sought, etc., see “Advertiser,” page xviii. 


Tue Roya Society or Lonpon: Foulerton Research Pro- 
fessorship. 





Wedical Appointments: Important Motice, 


MspicaL practitioners are requested not to apply for any 


appointment referred to in the 
first communicated with the Honorary 


ollowing table, without having 


ecretary of the Branch 


named in the first column, or with the Medical Secretary of 


the British Medical Association, 429, Strand, London, W.c.,, 





BRANCH. 


APPOINTMENTS. 





NEw SouTH WALES: 

Honorary Secretary, 

30 - 34, Elizabeth 
Street, Sydney 


Australian Natives’ Association 

Ashfield and District Friendly Societies’ 
Dispensary 

Balmain United Friendly Societies’ Dis- 


pensary 
Friendly Societies Lodges at Casino 
Leichhardt and Petersham Dispensary 
Manchester Unity Oddfellows’ Medical 

Institute, Elizabeth Street, Sydney 
Marrickville United Friendly Societies’ 

Dispensary 
North Sydney United Friendly Societies 
People’s Prudential Benefit Society 
Pheenix Mutual Provident Society 





VICTORIA : Honorary 

Secretary, Medical 

Society Hall, East 
Melbourne 


All Institutes or Medical Dispensaries 

Australian Prudential Association Pro- 
prietary, Limited 

Manchester Unity Independent Order of 


dfellows 
Mutual National Provident Club 
National Provident Association 





QUEENSLAND: Hon- 
orary Secretary, 
B.M.A. Building, 
Adelaide Street, 
Brisbane 


arisen United Friendly Society Insti- 


ute 

Hampden District Hospital, 
orth Queensland 

Stannary Hills Hospital 


Kuridala, 





SovutH AUSTRALIA: 

Honorary Secretary, 

12, North Terrace, 
Adelaide 


Comtreet, Practice Appointments at Ren- 


mar 
Contract Practice Appointments in South 
Australia 





WESTERN Aus- 


Sereiane, wr ¥ris All Contract Practice Appointments in 
George's Terrace, Western Australia 
er 





NEW ZEALAND 

(WELLINGTON DrvI- 

SION) : Honorary 

ne Welling 
on 


Friendly Society Lodges, Welli 
New Zealand visi anieiiss 





Diary for the qontd. 





JuLyY 25.—New South Wales Branch, B.M.A.: Medical Politics 
Committee ; Organization and Sci i 

JuLy 26.—Victorian Branch, B.M.A.: Council, es 
JULY 27.—South Australian Branch, B.M.A.: Branch. 
JULY 27.—Brisbane Hospital for Sick Children: Clinical Meeting. 
JULY 28.—New South Wales Branch, B.M.A.: Branch. 
JuLy 28.—Queensland Branch, B.M.A.: Council. 
AvuG. 2.—Victorian Branch, B.M.A.: Branch. 
AuG. 4.—Queensland Branch, B.M.A.: Branch. 
AuGc. 8.—New South Wales Branch, B.M.A.: Ethics Committee. 
AuG. 9.—Western Australian Branch, B.M.A.: Council. 
AvuG. 9.—Melbourne Pediatric Society. 
Aug. 10.—City Medical Association, New South Wales. 
AuG. 10.—North-Eastern Medical Association, Bangalow, New 
Ave. 11.—Ni ae tn Wal 

UG. -—New Sou ales Branch, B.M.A.: i ing. 
AuaG. 11.—Queensland Branch, B.M.A.: eo ene —— 
AvuG. 11.—South Australian Branch, B.M.A.: Council. 
AvuG. 15.—New South_Wales Branch, B.M.A.: Executive and 


Finance Committee. 


Editorial Motices, 


MANuscriPts forwarded the office of this journal cannot unézr 
any circumstances be returned. Original articles forwarded for 
publication are understood to be offered to THE MEDICAL JOURNAL 
OF AUSTRALIA alone, unless the contrary be stated. 

All communications should be addressed to “The Editor,” 
THE MEDICAL JOURNAL OF AUSTRALIA, B.M.A. Building, 30-34, 
Elizabeth Street, Sydney. (Telephone: B. 4635.) 

SUBSCRIPTION RatTEs.—Medical students and others not receiv- 
ing the THE MEDICAL JOURNAL OF AUSTRALIA in virtue of mem- 
bership of the Branches of the British Medical Association in the 
Commonwealth can become subscribers to the journal by apply- 
ing. to the Manager or through the usual nts and book-sellers. 
Subscriptions can commence at the beginning of any quarter and 
are renewable on December 31. The rates are £2 for Australia 
and £2 bs. abroad per annum payable in advance, 
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